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Preface 


Those who work with handicapped children tend to have a concern 
for particular groups or categories of children, such as the physically 
handicapped or the deaf. This is a reflection on the way we have 
classified such children, grouping those with similar handicaps 
together through common institutional provision. To some extent 
this rather rigid demarcation of professional interest is weakening, 
and teachers, social workers, physiotherapists and others are obliged 
to know something about a wide range of disorders and disabilities 
in childhood. I hope the reader will find something of interest here, 
both with regard to specific concerns and in adjacent and allied 
areas. 

Some years ago I read the phrase ‘the spontaneous revulsion to 
the deformed’. The phrase seemed to be both potent and provoca- 
tive. Was there a spontaneous revulsion to disabilities in children, 
or did such conditions evoke a more compassionate response? If 
there was this negative reaction, was it not possible to explain it 
more accurately by reference to social conditioning rather than to 
biology? How were those who were reacted to in this manner affec- 
ted, and why were there some people who actively sought contact 
with those who were supposed to excite instinctive hostile reactions? 

In assembling materials related to social behaviour and handicaps" 
in childhood it became apparent that not all handicapping 
conditions had proved equally interesting to research workers. Nor 
is it surprising that in an area dominated by medical and educational 
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approaches, the available insights on social behaviour and social 
interactions are at an impressionistic rather than at an objective 
& z 

ae the study of the social behaviour and social experiences of 
handicapped children is still at an early stage, the material to 
construct even a temporary structure has to be gathered from what is 
to hand. At this stage it seemed to me worthwhile to discover what 
was known or believed, and to evaluate it in the light of experience 
rather than to exhaustively catalogue imperfections of research 
design, sampling or methodology. Therefore we need to treat these 
impressions as open to debate, dispute and investigation. Even with 
evidence of an unimpeachable character there can be difficulties R 
interpreting evidence collected at some time in the past, since T 
generation of children are influenced by the attitudes whic 
surround their growth and development and those attitudes are 
themselves subject to substantial revision and change. There is no 
doubt that the next generation of handicapped children will grow up 
in a world expressing markedly different attitudes towards them, 
compared even to those experienced by the present cohort. oa 

I have not used the term ‘exceptional children’, which is in 
popular usage, especially in the United States where it includes the 
outstandingly talented or intellectually gifted child, Since I have not 
been concerned with this last group, there seemed to be no valid 
reason to use the expression, although it has considerable appeal as a 
general term. Again, there are problems associated with general 
terms such as ‘handicap’ and ‘disability’; however, while they can 
quite properly be differentiated, I have decided to follow popular 
usage in this instance and have used them interchangeably. 


t Social psychology and handicap 


What is social psychology? 


Aglance at the contents list in a basic reference work — for example, 
Lindzey and Aronson’s The Handbook of Social Psychology — gives 
a general idea of the concerns of the social psychologist. We see that 
the subject is old enough to have an historical framework (most 
textbooks nod deferentially towards Aristotle), several major theore- 
tical positions, a richness of research methods and a variety of applied 
fields. Within these broad divisions we find such topics as theories of 
human behaviour, roles and attitude changes, person perception 
(the manner in which we appraise and judge others), group leader- 
ship, socialization, social structure and so on. Almost as varied as the 
topics are the methods of investigation, which include observation, 
participant observation, interviews, attitude measurement, simula- 
tion, and what some would regard as the main technique, experi- 
ment. These and other methods are applied to specific areas — 
industrial social psychology, cross-cultural research, the social psy- 
chology of education, religion, politics, economics, international 
affairs, mental health, ethnic relationships and the media. 

A natural question is: can these various concerns have anything in 
common? Or is social psychology, as some have suggested, just an 
ill-defined territory which those calling themselves social psycho- 
logists have claimed as their preserve? It is a broad and diverse field 
with imprecise boundaries and an uneasy relationship with the 
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parent disciplines of sociology and psychology. Nevertheless, there Is 
avalid if somewhat tenuous unity — a concern for human behaviour 
in a social context. ‘It [social psychology] deals with man as a social 
animal and investigates how he thinks, feels and behaves in social 
situations’ (Freedman, Carlsmith and Sears, 1970, p.vii). A recent 


historical survey of social psychology provided several definitions 
(Sahakian, 1974): 


the study of individual behaviour as a function of social stimuli; 
the scientific study of the experiences and behaviour of individuals 
in relation to social-stimuli situations; the study of the thoughts, 
feelings and behaviour of individuals and how they are influenced 


by others; the perceptions of others and groups of others; the study 
of attitudes and attitude change. 


Though there are differences in emphasis, these definitions illus- 
trate that social psychology is an attempt to study objectively and 
systematically man’s responses to and effects upon his social 
environment. This includes observable public behaviour as well as 
Private opinions, beliefs and attitudes; responses and reactions in 
encounters with other individuals; behaviour in small groups or large 
organizations or in crowds, Given such a broad interest, social 
psychology cannot be accused of being modest in its territorial 
claims, but perhaps itis this very breadth and the central concern for 
human beings reacting to and influencing others that make the 
subject an absorbing one. It might be helpful here to illustrate, just 
briefly, some of the topics which engage social psychologists, 
particularly in the area of personal interaction. 


(1) We form impressions of other people when we meet them. We 
do this quite quickly and often on the basis of limited informa- 
tion. Which ‘bits’ of information do we use and which are the 
most important? Is it age or sex, race or nationality, appear- 


ance, voice, manner? A related question is whether we are 
consistent in our appraisal 


influenced by our moods? 


one has the power to make life mor 


3 € pleasant or unpleasant for 
us? In one experiment two group 


S of young men were shown 
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the same set of photographs of serving officers. One group was 
about to be conscripted, the other was not. The first group 
rated the officers as more threatening and as of greater 
military ability than did the second group. 

(2) If we know or believe that a person has a given attribute, are we 
likely to believe that he has certain others as well? Is someone 
who is ‘highly intelligent’ seen as possessing other qualities, 
such as imagination, consideration or reliability? In one study, 
people who were believed to be ‘inconsiderate’ were also 
judged irritable, boastful, cold and hypercritical — without 
any supporting evidence for these traits. 

(3) A deceptively simple question is: whom do we like? Do we like 
those who are similar to us — and what does ‘similar’ mean? 
Does it refer to age, sex, social class, education, occupation, or 
values and attitudes? Many studies have shown that proximity 
is enough to initiate a liking for someone, but for sustained 
friendship similar values and attitudes may be necessary. One 
study investigated the pattern of friendship among dwellers in 
an apartment block. They were asked about other residents in 
the block whom they saw socially, and the replies showed that 
most people formed friendships with those living nearest to 
them. 

(4) Perhaps an important element in liking or disliking other 
persons is what they say about us. In one experiment subjects 
heard a confederate of the investigator making either positive 
or negative statements about them. Generally the subjects 
reciprocated the confederate’s evaluation. A variant was to 
have the confederate initially make negative statements and 
then gradually make more and more positive ones. Here 
subjects reported greater liking for the confederate than when 
he made only positive statements. The original negative 
comments had aroused anxiety, doubts and irritation, and the 
subsequent positive remarks were not only rewarding in 
themselves, but were enhanced because they reduced the 
feelings aroused by the negative ones. 

(5) One characteristic of groups of people is that they will some- 
times act collectively in ways in which they would not act 
individually. Within a group, especially a large group such as 
a crowd, we give up part of our individuality. On our own we 
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are personally responsible, but as members of a group we share 
responsibility for our actions, For example, in an experiment a 
group of girls were greeted by name, wore name tags and were 
easily identifiable as individuals. Later the girls wore conceal- 
ing lab coats and hoods and were not identified by name. In 
both cases the girl were invited to give ‘electric shocks’ to a girl 
not in the group, and they gave almost twice as many shocks 
when they were part of the anonymous crowd. 


These illustrations point up some of the questions that psychology 
asks about everyday interpersonal behaviour — impression for- 


mation, liking, attitudes, social learning, group behaviour, and the 
effects of stress and anxiety. 


Social psychology and the handicapped 


Obviously many of the issues touched upon above are directly 
relevant to the handicapped person’s role, status and behaviour in 
society. Topics such as interpersonal behaviour, attitudes, impres- 
sion formation, liking, etc., are ones which will concern us, and 
especially those facets of behaviour which influence child develop- 
ment. 

A disability is the lack or loss of a function or a capacity. Ina sense 
this is an objective limitation imposed by disease or accident (of life 
or birth). The term ‘handicap’ is sometimes synonymous with 
disability but has certain psychological overtones. Whether a 
disability becomes a handicap depends on its nature and severity, its 
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We can, therefore, ask whether behaviour, feelings and thoughts are 
changed if one is disabled or handicapped, or if one is interacting 
with a person so afflicted. A whole host of questions arise. What is 
the general attitude to disability? Are attitudes changing — if so, 
why, and how fast or slowly and in what direction? Are there 
different attitudes towards disabled children and disabled adults? 
Are there distinctive attitudes to particular kinds of disability, for 
instance to congenital as against acquired afflictions? How do the 
disabled view the rest of us and our attitudes? What is the social 
status of the disabled—do they have equal opportunities in 
education and employment? What is the impact of a handicapped 
child on the family? We shall explore some of these issues as they 
affect children and those who live and work with them. 

In Britain there are between one-and-a-half and three million 
adults who are disabled in some way. To add those who are under 16 
years of age would inflate the total figure to somewhere near 6 per 
cent of the population (Townsend, 1973). This includes those 
maimed in war, victims of industrial and traffic accidents, and those 
affected by illness or disease. The disabled population is wide in age 
range, and in the severity and causes of disability. From a social 
psychological perspective the precise medical category of disability is 
not particularly relevant — except if it carries a social stigma. Severity 
of disability is a more useful approach since this indicate the likely 
degree to which the disabled person will be able to cope with the 
problems of everyday living; this approach pervades the literature on 
rehabilitation. But we want to consider disabled men and women in 
their social context, and so we may tentatively divide this hetero- 
geneous group into five psycho-social categories of disability- 
handicap. 


(1) This category is based on the degree to which the disability 
prevades the perceptual field. It is highly visible and provides 
early information which acts as an anticipatory signal to others 
(the blind person’s white cane, the paraplegic’s wheelchair). 
These signals convey clues about the social identity of the 
disabled person. 

(2) In this category the dominant theme is difficulty in effective 
interpersonal communication. Distant cues may be absent or 
minimal but problems of reception or expression occur early in 
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any social encounter; deafness and speech impediments are 
typical examples. 

(3) Here the person appears normal both from a distance and 
during social encounters. His disability is episodic or phasic as 
with asthma, epilepsy, haemophilia and maladjustment. 

(4) This category relates to the connotation carried by the label: 
the disability is associated with Social stigma, as in severe 
tetardation and educational subnormality. 

(5) A combination of the above — for example Down's Syndrome 


(mongolism) with its physical aspect and its social stigma (1 
and 4), 


These categories can be used as discrete entities but also as 
dimensions, so that category (1), visible handicaps, may be con- 
sidered as a range or continuum from highly visible to almost 
undetectable, and (2) as a range of communication defects from 
slight to severe; (3) is more useful as an inclusive group but (4) can be 
used discriminatively according to the degree of stigma attached. If 
recent research into childhood handicaps is a guide, then most of 


disabled persons cannot be adequately embraced by just one of these 
categories, 


unusually tall woman, the obese child, the finely proportioned 
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capped, the specific cultural values (both positive and negative) 
attached to variations in physique and appearance. These values 
are of course, not simply applied to others, they are applied by the 
self to the self. Their acquisition is a long process begun in 
childhood, continued through a host of social encounters and 
powerfully reinforced by the media’s projection of what is beautiful 
and desirable — and what is not. It is more than the ranking of self 
and others in some pecking order of good looks. A positively or a 
negatively valued physique and appearance can mean the attribution 
of other personal qualities and characteristics which follow the value 
direction of the physical variation. The exterior man reflects the 
inner one; folk-sayings, Latin tags, poetry and novels are rich with 
examples of perceived links between appearance and personality. 

How we come to attach visual, social and moral meanings to 
physical variations is a process not clearly understood, but chance 
meetings with the disabled vividly illustrate for each of us the lesson 
we unconsciously learned in childhood. In encounters with the 
visibly disabled, the disability or disfigurement seems to dominate 
the perceptual field of both participants, so that what is central is 
the disability and not the disabled person. Physical variations 
signalled from afar, do of course, allow the non-handicapped to 
avoid a potential encounter or to prepare for it. The physical cues 
given by someone who violates physical conventions may make 
another person uncertain and awkward since a range of customary 
interpersonal skills — dynamic as well as static — will be seen to 
need modification or different emphasis. An additional hindrance 
to smooth interaction will be the experience of the one and the 
inexperience of the other. The normal person’s limited contact with 
the handicapped people may make him uncertain and insecure in 
handling his side of an encounter, while the disabled person, from 
many previous experiences, may expect the encounter to be 
strained. 

It has been suggested that in initial encounters the disabled 
person is never sure which aspect of him will be used — will the 
other concentrate on his disability (by asking indiscreet questions) 
or will he avoid it at all costs and never let it intrude even by so 
much as an incautious glance? Again there is more at work than 
mechanisms of interaction since also involved is the psychological 
meaning given to the disability by the other person. 
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Disability can mean different things to different people. In some 
it evokes a sympathetic response, in others a negative hostile 
reaction, and others again may wish simply to avoid the issue. 
Consequently, in terms of social psychology, initial encounters 
between the disabled and others do not start from a neutral point, 
and the disabled person has to deal with definitions of himself and 
his disability previously and independently conceived by others. 

Where the disability is effectively non-visible to casual inspection 
but becomes apparent with any attempt at conversation, one 
Participant would have been expecting a conventional encounter. It 
may be that unexpected communication difficulties have a greater 
impact than when anticipatory social defences are alerted. As the 
Royal National Institute for the Deaf advertise, ‘It’s a pity deaf 
people look so normal’. Mrs Abrahams, a university graduate with a 
hearing handicap, has written an account of some of her experi- 
ences in local politics (‘reduced to the role of non-speaking server 
of coffee and biscuits’), with her children’s friends, and visiting 
schools. ‘I dread even going ... because it is always possible that 
some mother taken in by my normal appearance will try to open a 
conversation with me, will be answered by something unintelligible 
... will be disconcerted and embarrassed, and I shall feel myself a 
blot on the landscape, a disgrace to the children’ (Abrahams, 
1973). Here the anticipatory mechanisms at work in the handicap- 
ped person encourage the avoidance of contact with others. For the 
non-handicapped the social and personal cost of meeting persons 
with communication difficulties makes for brief rather than sus- 
tained encounters. Once an encounter has begun there is no way of 
avoiding the centrality of the handicap, since an encounter is a 
Process of communication and the handicap works against it. 
Communication, especially speech, is one of the hallmarks of 
membership of the human club, and those who cannot receive or 
express the spoken word are sometimes 

Our third category is wher 
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symptoms, psychologically they are similar since their manifestation 
is irregular and unpredictable. This means a background of psycho- 
logical stress, and for persons so handicapped the constant theme 
of social experience is the threat of self-violation of normal 
identity — the possibility of discovery. 

Some handicapping conditions impose on the sufferer a marked 
degree of negative attitudes. Severe mental retardation is an 
example of a condition associated with profound stigma. It may or 
may not be linked with visible signs, but is not infrequently 
connected with inappropriate or unusual social behaviour. Inter- 
action between normal and retarded people is characteristically at 
an infantile level, but in general, encounters tend to be confined to 
those with a professional concern for the stigmatized person and his 
ot her immediate family. The adult-child quality of relationships 
was noted by Kathleen Jones (1975, pp.108-10) in her observation 
of the behaviour of nurses in a hospital for the mentally handicap- 
ped. Nurses, she writes, 


_..see themselves as parents and their patients as children. The 
model of family behaviour is a legitimate one in helping 
dependent people but there are consequential problems such as 
the spread of authority to all aspects of the patient’s life; the 
application of punishment to patients that nurses would apply to 
their own children and expectations that patients should respond 
to care with... affection, obedience and gratitude. 


Our final category is that reserved for the most afflicted — those 
who combine visible signs of their infirmity with difficulties in 
communication and who are also sometimes stigmatized. Here we 
may presume that conventional social behaviour suffers the greatest 
constraints. 

The above categories illustrate, in a primitive way, some of the 
psycho-social dimensions of the problem of the disabled person as a 
social being. Disability is not only a medical matter, it is an area of 
concern for the social psychologist. According to Meyerson (1955, 
p.12) it is not an ‘objective thing in a person but a social value 
judgement’. Perhaps it would be more correct to say that a 
disability may be evaluated objectively, in the sense that constraints 
on mobility, manipulatory skills, hearing, etc., can be quantified, 
but that the handicapping nature of the disability cannot be so 
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accurately assessed. This will depend on the individual person’s 
perception of his difficulties and whether the social climate either 
encourages or inhibits his striving to compensate for them. It is 
both a social value judgement and a personal one —a self-value 
judgement which is, of course, powerfully affected by the attitudes 
of, and interaction with others, but is not totally conditioned by 
them. Any loss of physical function is likely to be viewed negatively, 
and the negative values derive from three sources: the nature of the 
disability, negative values imposed by the self, and negative ones 
imposed by society. 

Those who wish to emphasize the effect of social attitudes on the 
adjustment of disabled persons tend to neglect or underestimate the 
fact that physical disability does put problems in the way of attaining 
ordinary life goals. The practical difficulties of getting around ina 
wheelchair, or being a blind parent coping with an active toddler, 
are real enough. There are daily reminders of obstacles to achieving 
those things which the non-disabled take for granted, and failure in 
them is often the sharpest reminder of disability. 

Continued failure may mean that some disabled people reduce 
their expectations, and in extreme cases may so restrict themselves 
as to be unable to sustain a viable self-image. Cumulative failure 
means frustration and personal devaluation, though the limitation 
which the disability imposes may be less than that which the person 
imposes on himself. If continued over a long period, the restriction 
on activities and experiences will eventually restrict the kind of 
person he is. Such negative self-evaluation may have its roots in the 
temperament or personality of the disabled person, or in his 
acceptance and application to himself of others’ evaluation of his 
disability. Rehabilitation workers have observed this in the adven- 
titiously handicapped who, after their injury, apply to themselves 
those attitudes about physical variations which formerly they 
shared with others. 

Other people’s attitudes to disability are the social and 
psychological ‘matrix’ in which the disabled person lives. It is 
fundamental to his socialization and is influential both in inter- 
personal behaviour and in the more organized ways in which society 
provides for the disabled. It includes the everyday sanction imposed 
by normals; differing socio-personal distances in interactions, and 
the laws, acts and institutions through which public attitudes are 
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conveyed. The attitude of the dominant majority, expressed in 
informal interaction, legislation, social policy, and professional care 
agencies, creates a climate in which the disabled see how they are 
seen. 


Attitudes to disability 


It has been suggested that the behaviour, self-image and socializa- 
tion of the disabled are conditioned by society’s attitudes and the 
values that underpin them. Later we shall treat this topic more 
systematically, but for the present it is sufficient to ask some 
questions. Attitudes to handicap are not uniform but are subject to 
transformation and even radical change, and they vary according to 
the nature of the disability. The questions are: what is the range of 
attitudes present in our society, and is their variation systematically 
related to factors such as sex, social class or race? Is there a 
relationship between information, contact and attitudes to han- 
dicap? What is the relationship between expressed public sen- 
timents and private behaviour? When attitudes change, what is the 
most effective vehicle of change — the media, pressure groups or 
the economic climate? 

Some writers (Berreman, 1954; Tenny, 1953) have suggested that 
the prevailing social attitudes to disablement have led to the 
creation for the disabled of a social status somewhat like that given 
to ethnic minority groups. Both have a status subordinate to 
majority interests and suffer restrictions on entry into certain roles. 
Both appear to experience difficulties in employment and educa- 
tion. However, the disabled person is not usually a member of a 
group. He is often isolated and must meet the privations of his low 
status without the morale of group membership. While belonging 
to an ethnic minority group allows a person to attribute his low 
status to the oppressive attitude of the dominant majority, the 
disabled are more likely to put their equivalent status down to 
personal inadequacy. 

Perhaps it would be more accurate to liken the social status of the 
disabled to that of adolescents making the transition from child- 
hood to adulthood. Adolescents’ status is marginal between the two 
—and the disabled are similarly marginal people. They occupy a 
position along the continuum from physically capable to physically 


12 The Social Psychology of Childhood Disability 


helpless. The sense of marginality is intensified by the inde- 
finite boundary between physical normality and physical disability. 
The characteristic psychological state that results is anxiety and 
insecurity. For the adolescent the pressing question is: ‘Shall I be 
expected to behave as an adult or a child?’ For the disabled the 
equivalent question is: ‘Which part of myself is to be emphasized 
—the disabled or non-disabled aspect?’ There is of course, a 
difference between the marginality of the adolescent and that of 
the disabled. That of the adolescent is temporary; that of the 
disabled may well be life-long. 

Society is positive towards contributions from its members that 
stabilize and maintain social cohesion. Among these are productive 
capacity, responsible citizenship and conventional role-taking in 
major socialization agencies, e.g. the family. According to Levine 
(1970), the visibly disabled seem to communicate significant 
information about their potential contribution which they consider 
is often underestimated. Partly, this derives from stereotyped views 
of them and of their capacity for conventional social roles, and of 
course, the views are not wholly shared by the disabled themselves. 
Levine (p.43) is inclined to the opinion that society perceives the 
disabled in terms of categories and attributes: 


Society ‘understands’ or conceptualizes the disabled in categori- 
cal terms. Those attributes which society utilizes for categorizing 
the disabled we term the defining attributes of the category. 
Each behaviour in the category has a degree of defining value in 
respect of its predictability to the stereotype. Those behaviours 
which afford maximum prediction to the category have a high 
defining value and are crucial to the stability of the category. 
Although categories may be modified in relation to a particular 


individual to a great degree they represent categorizations based 
on biological resemblances. 


Those aspects of the disabled Person, and especially those physical 
ones which society regards as differentiating him most from others, 
are the defining attributes. But the disabled person also has his 
own perception of which aspects of his body, skills and limitations 
actually distinguish him from the non-handicapped. Those which 
he regards as critical in separating him off are the criterial 
attributes, and there can be discrepancies between defining and 
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criterial attributes. When these discrepancies are large, personal 
insecurity is potentially maximized as the individual perception of 
self conflicts with stereotyped expectations. The process of ‘getting 
the handicapped to accept their handicap’ is one which attempts to 
narrow the gap between defining and criterial attributes. That the 
disabled are antagonistic to the way society defines them is shown 
by the presence within the traditional voluntary organizations of 
radical groups who are attempting to obtain some self- 
determination in the management of their affairs. 

Levine suggests that attitudes to the handicapped are not static 
but evolve through at least five stages. 


(1) All persons with a particular disability are held to possess 
certain characteristics. 

(2) While general beliefs are held about a category of disability, 
an individual is seen as transcending the popular view: he is 
untypical of his category and this is explained by special 
circumstances such as intense motivation or exceptional 
compensating gifts. 

(3) With sufficient examples of exceptional behaviour that por- 
tion of the defining attribute is dropped from the stereotype. 

(4) Through medical and technical skills the disabled person is 
largely indistinguishable from the rest of his social group 
(‘you’d never guess he was handicapped’). 

(5) By their skills, achievements and diversity of social roles, the 
collection of defining attributes vanishes, the true extent 
of individual differences is revealed and stereotyping does not 
take place. 


Whether the process is as Levine described is open to investigation. 
The notion that we use convenient conceptual packages when 
thinking about others is, of course, not new. Perceptions of 
national characteristics, racial groups and other ‘outsider’ minor- 
ities are part of our social education: they are built-in elements in 
our socialization. To be ‘like us’ is natural and normal, to be ‘not 
like us’ is foreign, unusual and abnormal. Physical disability is 
perceived as a violation of physical normality that easily extends to 
social abnormality. 
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Normality and abnormality 


The word ‘normal’ has several usages. Murphy (1972) deals with 
seven: most representative of its class, commonly encountered in its 
class, most suitable to survive, carrying no penalty, commonly 
aspired to, most perfect of its class and a statistical distribution with 
known characteristics. ‘Normal’ is a classificatory term and as such 
is useful when to group objects and events under a common 
heading increases our understanding. When the classification 
involves people and carries penalties or rewards it is vital that the 
process is clearly understood, open and rational. One of the more 
critical areas is that involving judgements about normal and 
abnormal behaviour, and then the border zone between the two is 
particularly important. Murphy (1973), examining the classifying 
of people as normal or abnormal in intelligence or social compe- 
tence, thinks that the demarcation line is not precise. The process, he 
feels, is both arbitrary and expedient, and is compounded by signifi- 
cant errors in measurement or evaluation and by the intrusion of 
subjective judgement. Furthermore the line between normal and 
abnormal is so adjusted as to produce a deviant population of ‘just 
manageable proportions’. Does a similar Process operate in atti- 
tudes towards the disabled — is society readjusting its views of the 
extent of deviance it can tolerate? 

Mercer (1972), in her examination of mild mental retardation, 
argues that the distinction between this and normality is related to 
two perspectives—a clinical and social-system one. The clinical 
perspective is divided into two models — medical and psycho- 
logical. The medical model treats retardation as a defect in the 
individual, and his symptoms as the signs of an underlying cause of 
the retardation. This view locates the condition within the person 
and tends to discount socio-cultural factors except when they are 
directly implicated in the pathology. This makes ‘normal’ a 
residual category. The psychological model defines retardation in 
statistical terms: IQ below a standard deviation from the mean indi- 
cates a departure from the Statistical norm. However, IQ is a 
value-laden characteristic in our society, low IQ scores are not 
simply statistical statements but become moral judgements. Like 
Murphy, Mercer is also concerned at the technical inadequacies of 
the means of measurement and also their misuse, e.g. when tests 
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standardized on majority cultures are used to penalize minorities. 

The clinical perspective contrasts with the social-system perspec- 
tive, which recognizes that within each social system there are 
certain role expectations which vary with status and position, and 
that these expectations become the core of the normative structure. 
Behaviour which fulfils expectations will be seen as ‘normal’. The 
retarded person is one whose behaviour is seen to violate or fail to 
meet expectations associated with roles. When judgements are 
made on socio-behavioural grounds, then the social context in 
which they are formed becomes critical in understanding how 
people are categorized. Filstead (1972) has shown that distinctions 
between conventional and unconventional behaviour are often 
ambiguous. Mercer argues, powerfully, that in the designation of 
normal and abnormal some individuals and social groups are more 
vulnerable than others. This suggests that an analysis of visible 
disability similar to Levine’s could well be applied to those 
handicapping conditions associated with stigma. 

Neither the minutiae of interactional behaviour nor the division 
of abnormals from normals provide a sufficiently dynamic frame- 
work for considering the handicapped person in society. That 
provided by ‘misfit sociology’ appears to do so. 

Misfit sociology encapsulates a view of society developed in the 
1960s which incorporates a variety of theoretical prespectives on 
deviants and deviancy. It includes crime, delinquency, counter- 
cultures, mental illness and disability. The older view of society’s 
misfits had an image of deviance as ‘something pathological or 
under-socialized’, which in turn explained the deviant and his 
behaviour (Pearson, 1975). Society’s role in the creation of deviance 
and the complex web of interaction that this implied was under- 
played. The newer view favours taking into account the opinions 
and values of the deviant through direct observation, participant 
observation (becoming a member of a group under study and 
sharing their experiences) and the use of source material supplied 
by the deviants themselves. At the heart of this view is the belief 
that deviancy is not simply the property or pathology of an 
individual but a socially constructed state which emerges from an 
interaction between the deviant and the social order in which he 
lives. Perceptions of ‘differences’ between ourselves and others 
affect our responses to them and the expectations we have of them. 
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Our responses to deviancy at the level of casual encounters, or in 
professional-care relationships, the type and nature of institutional 
provision and the legislative framework, all reflect the interactive 
relationships between the deviant and society. 


Disability as deviance 


We have accumulated sufficient empirical evidence (e.g. Wright, 
1960; Scott, 1969) and evidence from autobiographies (Brown, 
1954; Minton, 1974) to claim that the physically disabled are given 
a socially constructed deviant status which can be placed within the 
‘misfit’ model. The major Positions supporting the model are 
predominantly interaction theories which, crudely summarized, 
suggest three views of man and his social behaviour. Firstly, 
individual behaviour is a response to the behaviour of others —a 
reciprocal influencing of people and social forces. Secondly, this 
reciprocal process implies the use of symbols as mediators, the chief 
of them being language, so that the influence is seldom direct, but 
by and through language. Thirdly, the self is part of the interaction 
matrix and is affected by the activities and outcomes of the process. 

Interactions are seen by some writers as episodes of exchange 
where psychological ‘goods’ are the commercial currency. In 
exchanges, norms of reciprocal behaviour are created out of mutual 
obligation (not necessarily involving calculation) and are part of the 
social bonding mechanisms by which social identities are construc- 
ted and maintained. Considering the disabled in interactional 
settings — what sort of goods do they bring to the transactions? 
Richardson (1968), writing on the socialization of the handicapped 
child, notes that in growing up the normal child forms more and 
more voluntary relationships which are increasingly outside family 
control; these depend for their continuity on an exchange of goods 
that is not one-sided. Some disabilities by their nature appear to 
reduce the potential for reciprocal behaviour — it may be inhibited 
by the failure of the handicapped to provide selectively the 
non-verbal companions of speech. Interactions are monitored by 
the ‘unique sociological functions of the eye’ (Goffman, 1969) and 
the blind are unable to use it. The significance of glance and gaze is 
widely accepted (Argyle, 1973), and failure to supply such acces- 
sories of conventional communication may prevent the disabled 
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from being able to offer sufficient reinforcement for sustained inter- 
action. The deaf person’s difficulties in communicating may suggest 
to others that the cost-benefit ratio is too unequal to make enduring 
relationships worthwhile. The deviance of handicapped persons 
arises from their apparently negligible potential for interaction. 

Deviance not only stigmatizes the deviant, but those in regular 
association with him. This phenomenon is described by Goffman 
(1968, p.43) as a ‘tendency for stigma to spread from the stigma- 
tized individual to his close connections’, from which it follows that 
such ‘courtesy stigma’ is generally avoided rather than sought. The 
concept of stigma is closely allied to the process of labelling 
described by Pearson (1975). 

Whether a physical or mental deviation is regarded as stigma- 
tizing depends on how people respond to the particular label — 
what Becker (1963) referred to as ‘the consequences of the 
application by others of rules and sanctions to an offender’. We 
have already noted that Meyerson (1955) saw disability as a social 
value judgement — a negative one. For Goffman, stigma meant the 
imputation to a person of attributes that are deeply discrediting. 
Despite changes in attitudes, the disabled are still treated as having 
a stigma, although the more blatant forms of prejudice are 
camouflaged. When confronted by discrimination, hostility, indif- 
ference or simply awkwardness, the disabled person will naturally 
tend to withdraw from interpersonal or community transactions, 
thereby ‘... lessening the possibilities of understanding his inter- 
ests, aspirations and the ways of dealing with society’s perception of 
his deviance’ (Levine, 1970, p.45). 

The distinction, developed by Lemert (1967), between primary 
and secondary deviances is of value here. The primary deviance is 
the disability itself, while the secondary deviance is an adaptive 
pattern of behaviour for coping with the social responses to the 
primary one. The work of Scott (1969, 1970) on the socialization of 
the blind illustrates this dual nature of disability as deviance. Visual 
handicap is the primary deviance, while the secondary one is the 
behaviour which develops as a result of blind people’s day-to-day 
encounters with the sighted community, and the attitudes and 
expectations of professional agencies and ‘blindness workers’. In 
Scott’s opinion one of the chief aims of the latter is to socialize the 
blind into holding self-perceptions which correspond to those held 
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about blindness by the workers themselves and their agencies. 
Minton’s account (1974) of his experience as a middle-aged man 
who became blind is the story of his struggle to affirm his identity 
and individuality in the face of a powerful and compassionate 
official ideology of blindness, and of his rejection of the role of 
‘blind man’ — preferring his own definition of self, which was 
unchanged except by the cruel addition of the primary deviance. 

Interpersonal behaviour and labelling are linked by the view that 
concepts of self and social roles are both learned in personal 
relationships. It has been argued that the self is ‘penetrated’ by 
others whom we meet and by their response to us. For the disabled 
this penetration, the basic means by which the self is evaluated, is 
qualitatively different from the experience of the majority because 
of the practical difficulties in communication that arise from the 
primary deviance, and because of the secondary deviance that 
accompanies stigmatization and stereotyping. Davis (1964) places 
initial interaction between normals and the visibly disabled at the 
level of ‘fictionalized acceptance’, the quality of interacting being 
starved and kept at bare subsistence. If the content, style and 
frequency of encounters is impoverished, brief and occasional, 
then people at the receiving end of such experiences are likely to 
develop a distorted view of social roles and the self. 

Roles are mechanisms by which a person participates in his social 
context, and some sociologists (e.g. Thomas, 1966) see constraints 
on the roles available to the disabled (limitations on conventional 
role-taking, accompanied by their expecting specific roles associated 
with being handicapped). Thomas distinguished five disability- 
related roles: the disabled patient; the handicapped performer; the 
helped person; the disability co-manager; and the public relations 
man for his type of disability. These roles are created for the disabled 
from perceptions and expectations, and express a deviant status. One 
effect of such role requirements is to entice the disabled into 
adopting coping strategies, such as maintaing a non-threatening 
social distance, forms of impression management which minimize 
the disability’s obtrusiveness, and the concealment of information 
which might be discrediting. In total, this means the stage- 
managing of a phantom acceptance of the given deviant status. 

Misfit sociology has been criticized for its theoretical vagueness 
and its reliance on inside accounts, while Goffman’s stance has 
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been challenged for its unattractive view of man—as always 
attempting to win support for the presented self. More serious, 
however, is the charge that it has failed to provide a commanding 
view of society and instead has concentrated on what its critics have 
termed the trivia of interpersonal behaviour. These criticisms are 
not without validity, but misfit sociology has among its positive 
contributions the power to illuminate our own part and that of 
professional caring persons in creating deviance, as well as provid- 
ing a platform for views from the ‘other side’. As regards disability 
it allows the use of diverse sources, personal accounts as well as 
traditional modes of investigation and a range of theoretical 
positions. All this is an advantage given the absence of a single 
comprehensive theory of the social psychology of disability. 

The misfit model is thus admirably suited for explaining people 
accorded deviant status. But amongst the handicapped there are 
some who appear to avoid the stigma attached to others with the 
same affliction. Are these persons to be understood as having 
exceptional compensating endowments or unusual opportunities? 


Pro-social behaviour 


The misfit model is also inadequate for dealing with man as a social 
animal who responds positively to the needs of others. Altruism, 
pro-social behaviour, helping, volunteering, gift-sharing are the 
other side of the coin. All imply a degree of self-sacrificial 
behaviour, and so may be taken as some of man’s more attractive 
features. Even this, however, has been opposed — by the view that 
they are responses of individuals with unrepresentatively low 
self-esteem who indulge in altruistic behaviour as an opportunity to 
assert a more favourable self-image. Krebs (1970), in a review of 
research and theories about pro-social behaviour, notes that it 
challenges global theories of man as self-seeking and egoistic. Krebs 
acknowledges that the definition of altruistic behaviour is uncer- 
tain and its motivation not well understood: it may be a response to 
a temporary psychological state following feelings of success or 
competence, or may spring from the beneficial effects of an 
example of altruism. But in some individuals it is more than a 
temporary state, being so firmly part of them that it deserves the 
status of a trait. Pro-social behaviour is certainly elicited by 
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dependence on the part of the recipient, and appears to be affected 
by perceptions of whether the dependence is externally or internally 
caused and the attractiveness of the dependent person. It has been 
shown that females are more altruistic towards the more deeply 
dependent than are males: developmentally there is evidence 
of an increase in pro-social behaviour in children as they mature; 
and there are some studies showing social-class differences (for 
example, in Britain fostering is mainly undertaken by working- 
class families). 

The history of medical, legal, educational and vocational safe- 
guards and opportunities for the handicapped provides strong 
evidence of individuals capable of generosity and selfless behaviour, 
and similar people exist today. Benedict Nightingale (1973) has 
shown that charity is a complex affair, sometimes based on 
self-glorification but not inevitably so, as Titmuss (1970) in his 
work on blood donations illustrates. In that wonderfully rich book, 
Titmuss maintains that as society becomes more complicated and 
the care of the sick and needy more the responsibility of the state, 
giving becomes more, rather than less, important since it concent- 
fates on ‘... processes, transactions and institutions which promote 
an individual's sense of identity, participation and community, and 
allows him more freedom of choice for the expression of altruism ...’- 
But perhaps the most distinctive note struck by Titmuss is to link the 
individual act of donation and the structural framework, Writing 
about the National Health Service, he notes that the ‘most 
unsordid act of British social policy in the twe 
allowed and encouraged sentiments of altruism, reciprocity and 
social duty to express themselves ... ’ (Titmuss, 1970, p.225). That 
is, altruism is removed from the unsupported individual act and the 


f , and becomes part of a wider 
pattern of social behaviour which encourages both. 


2 Handicapped children 


Classification 


According to Fowler's Dictionary of Modern English Usage the 
‘... use of handicapped as a euphemism descriptive of children not 
fully equipped mentally or physically is recent’ (Fowler, 1975, 
p.238). The Oxford English Dictionary dates from 1823 the use of 
the word in the general sense of any ‘encumbrance that weighs 
upon effort’. While there is a certain appeal about plain language 
that refers to the hearing-impaired as deaf and the physically 
handicapped as cripples, the term ‘handicapped’ in the general 
sense is surely preferable to those which have such obviously 
negative connotations. If to call ‘handicapped’ the group of 
children with encumbrances that weigh upon effort is euphemis- 
tic, so be it. They have enough burdens without the additional one 
of unflattering language. 

Within the wide term ‘handicapped children’ several systems of 
subclassification are possible. On such system is based on medical 
judgement — for example, when physically handicapped children 
are classified by major family of disease or disability, such as 
cerebral palsy, spina bifida, or muscular dystrophy. Each of these 
has further subdivisions depending on specific forms, causes and 
prognosis: thus, doctors speak of athetoid (slow writhing move- 
ments) or ataxic (marked lack of the sense of balance) forms of 
cerebral palsy. Medical classification is often the main system but it 


er 


ra aise 
0 | : l ? Bureau of Edol. & Psyl. Kes -arco 
2 (S CE R T.) 


TH D Date Reo e E dversierens 
Acc... AT. L 


22 The Social Psychology of Childhood Disability 


is not the only one. Included amongst ‘handicapped children’ are 
also those whose ‘encumbrance’ is not physical or sensory, but 
behavioural. Those children who have limited mental abilities or 
disorders of emotion or social adjustment (the educationally sub- 
normal, the maladjusted) are also embraced by the broad term. 
Clearly this type of classification relies on psychological and 
educational criteria. 

The classification used by the Department of Education and 
Science in providing special educational treatment for handicapped 
children is another system, based on perceived educational needs, 
and it illustrates the diversity of conditions we are dealing with. The 
DES divides the children as follows: blind, partially sighted, 
deaf, partially hearing, physically handicapped, delicate, malad- 


justed, educationally subnotmal, epileptic, speech defect and 
autistic. Of course any 


into these subdivisions; many have handicaps additional to their 


what 7s the primary disability (Rutter, Tizard and Whitmore, 
1970). There has been dissatisfaction with the present system 
(Younghusband, 1970) and fairly recently the DES has developed 
an assessment approach which seems to override the classification of 
d concentrates on psychological or 
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are not our concern here, although the issue is of great importance. 
The placement of a child in a particular social context can be 
assumed to confer on that child a particular social identity. Thus, 
placement in a school for the blind confers on a child the identity 
of blindness whether or not that classification is suspect or accurate. 
And social identity és subject to transformation: a ‘healthy’ child 
may be deemed ‘sick’, and a ‘sick’ child ‘healthy’. The identity 
given may or may not be permanent but its determination is largely 
outside the child's control. He is powerless against a system which 
classifies him and may reclassify him. Only when he becomes an 
adult does he have some hand in shaping his personal and social 
identity. 

From the perspective of social psychology the distinctions noted 
in the first chapter between visible disabilities, episodic conditions, 
stigmatized ones and combinations of these are valid when con- 
sidering the social behaviour of others towards handicapped child- 
ren. However, to comprehend the complex processes which shape 
the developing child other factors will need to be considered. These 
include the social systems involved such as the family, school and 
peer groups, and the fact that the disabled child may easily be 
considered a member of a minority group. 


Child health —a changing pattern 


One of the most striking features of the history of childhood 
disability, particularly in the last century, is the change that has 
taken place in the nature and prevalence of handicapping condi- 
tions. A dramatic symbol of the improvement in the health and 
well-being of children is their greater life expectancy today than a 
hundred years ago — it is, in fact, thirty years greater (Henderson, 
1974). To illustrate the gain made in this area, Henderson records 
that if the death rate from communicable diseases of children under 
15 years of age had remained unchanged over the last century, there 
would now be 70,000 deaths per year instead of 400. In more recent 
times, polio affected 2,700 children in 1947, and 9 in 1971. In 1907 
tuberculosis was a killer claiming some 3,000 child victims, a figure 
which declined to 4 in 1971. The changes are not only reflected in 
the improved survival rates, but recovery from many conditions can 
now be complete whereas formerly it was often only partial. The 
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sulpha drugs and antibiotics have been critical in this area. Equally 
important has been the advance in surgical skills, while for i 
future such practices as amniocentesis (intra-uterine examination 0 
the unborn child) and genetic counselling promise to reduce the 
incidence of seriously handicapping conditions. The 1970 pro- 
gramme of vaccinating teenage schoolgirls against German measles 1s 
a further example of how the pattern of handicapping conditions 
can be subject to rapid change. Clearly, however, the specific 
advances in medical, surgical and nursing skills have to be placed 
against the backcloth of the general increase in standards of health, 
diet and hygiene which has been such a factor in the health history 
of the last hundred years, 

But the overall picture of improvements is not without its share 


_ of setbacks, and three examples can show how new problems can 
obtrude themselves. 


(a) In 1948 there was a rapid increase in the number of babies 
with visual defects. This increase continued until around 
1955, when it was found that blindness could occur 1n 
low-weight, premature babies who were given life-saving 
oxygen, which unfortunately damaged the tissue behind the 
lens of the eye, especially in the retina. Several hundred babies 
in this country were affected. N 

(b) Spina bifida is the abnormal development during the intra- 
uterine period of one or two vertebrae, causing the posterior 
part to remain divided; the cleft in the spine can be small 
(not resulting in any di 
disturbance to the musc! 
cleft. In the most severe 
gocele) the spinal chord 
to enter the cleft. Thro 
for many more childre 
so successful was medi 
was a consequential change in the child population in schools 
for the Physically hai 
became one of the | 
bifida cases became 
still is) a continuing 
among the general 
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alive regardless of the severity of the disability. The medico- 
ethical problems posed by advances in surgical techniques are 
formidable; but there is some evidence, however, that the 
number of operations on children with this condition has 
declined since 1970 (Adelstein, 1976). 

(c) The third example is the well-publicized case of the sudden 
increase in the number of children born with limbs deformed 
or absent in 1961-2. This was the thalidomide tragedy. It is a 
paradox that while medical skill has significantly reduced the 
incidence of certain handicapping conditions, the same skill 
has enabled more and more children with graver disabilities to 
survive. 


The DES data in Table 2.1 show the number and categories of 
handicapped children attending special schools; the extent to which 
there are gross differences in the incidence of the various main 
categories of handicap; and where over the period 1950-74 there 
has been little change in provision (e.g. for blindness) or where the 
change has been great, e.g. the growth in provision for maladjusted 
children and those with speech problems. These figures do not 
provide a complete guide to the incidence of handicapping condi- 
tions in childhood since many disabled children are in ordinary 
schools. In 1968 there were 2,765 children with cerebral palsy 
attending special schools and a further 1,500 in ordinary ones. At 
the same time there were 500 children with muscular dystrophy in 
special schools and a further 500 in ordinary schools. This is part of 
the changing pattern of provision, with a slow but sure tendency on 
the part of more and more ordinary schools to admit disabled 


pupils (Anderson, 1973). 


Attitudes to handicapped children 


De Mause (1976) has written that the history of children is a 
nightmare from which we are only slowly awakening. Children are 
the missing group in the political and economic accounts of the 
past. Coveney records that the child did not exist as an important 
and continuous theme in English literature until the 1790s. For 
Coveney the emergence of the child as a literary symbol at the same 
time as there were significant social, economic and political changes 


SOL'T LUT f£6S'T 6SS'I TLS'T UST 68ET TEes‘t L69'T go'i smD 
860'7 S86 LUT £68'T 006'T 18'l TULI ZEST BITZ pest shog Joa 
968 £08 T78L Lol TEL TIL PEL 689 194 SOL smD 
Teel OE'T ZOE'I 6te'l sov'l 8e7'T SIUI €Or'l 180'T ESS shog 
paig3ss-Ayporaeg 
SIs 69% 06t Sor Ost 86t QES 78s Ors 69t sm9 
tto LRS 88S 99S £19 109 189 BIL 959 O19 shog pug 
deoipury zofew jo Az03axe9 Áq sjidnd aun-jng 
bbe'l ozi T8E'I Orel ££6 L468 064 SIZ £79 16t ToL 
Szt Tor Sot 46E ILE 19€ OEE fee zoe z6r duipavog 
610'L 610'T £46 66 z9s 9ES tSt 78E IZE 667 áa 
40I sol sor +01 sor 601 zi ras 601 86 paumuw-uoN 
LEg'I Stel LLe't zoz'i 878 884 8149 86S ÞIS £6€ poureaurew 
sjooyas 
sjooyps [eisads 19410 
6E bt BE LE ól 91 tI zi 9 = su9yors) sw 
-ued jo 103) 
-rainbo awn-jjna 
Trl #20'L LOz'T soll tLe 19b 8th EZS 94S oS sayora wn- 
Sye 
T496 ESp'6 549'6 929'R LES'E SoS'E S96'E 1S8'p 9Lt'9 9L5'9 (aol 
LE0'b O£6'£ 986'E ozs ÞOS'I £6b'l t69'i 6Si'Z 666? ZL6'Z 
SE'S EZS'S 689'S 9901'S ££0'% zioz Lizard 7697 LLe'e +09 
spdnd >un- 
6st Sst SSI SSI 98 68 z6 sol oz Ol mor 
£ x 6 8 6 6 or £l st SI Poumuww-uoN 
7st eel orl fel LL OR cx 76 sor $6 paurriurey 
sjooyas 
sooyps [eitdsojy 
SL6I bL6I £461 zŁ6l 1261 OLGI S961 0961 SS6I Osel 


(9461 ‘SAd) Arenuef I $26] 01 OS6T ‘S124973 pue spidnd aum-|ny ‘spooyss peədg 


TZAL 


*291}}JO Alauoners s,Aasafew Jaf] JO 12][012U0D ay jo uorsstuad aya YIM Paonporda: :aoIn0g 


TTS t8t sts ele S6E TIt sS9z +ST 801 = sayasa 

əwn-ued Jo 103) 

-gamba əwn-jjna 

LIB'TI S9O'ZI QIT'ZIE SI'I 966'L PES‘. €78'S 998"'b sos’ 6SL'Z syen wn- 
sapea 


BOZ'ZZI ÞZZ'IZI 6ZI'SII LS9'EIL bZ8'98 ZHE'ES pE£'OL 660'I9 8BSS'IS EpS'Ob MOL 


t9L'Lt SOE'Lb 89E'9p E9L'bh £OS'EE E9Z'ZE LOT'BZ Bes'tZ BENIZ OBS'LI SHID 
FOS'bL 6IG'EL I9L'IL 6889 IZE'ES GLO'IS LZI'ZH ISI'9E O76'6Z £96'zz sáog moL 


sol 94 - a 


S = = = = = smo 
LLE 00z - - - = = = wi = shog əusuny 

zS’? +EO'I S6L 66S zos P97 6S 6E 91 St SLID 

HOLD 180'7 £b9'L SITI 716 $95 fpi £8 Or z skog 
aafap qaaads 

116 969 995 sts 18t vib ose LTE oze TIE s9 
tót 098 118 ttl TE9 18S +t9r Olt Sle tet shog əudənda 
709'8 ILE . . =æ = - = eat A SLID 31A 
LIOIZ p8Bz'IZ EREE ROME Lys'OZ OBE'OZ 660'LI SLEI 1106 896'S SHD WNIPƏW 
062'1T argos sei |— = ani = ia; = skog —a4aAag 
L7L'TE 690'ZE 966'1E BBETE ILS'ST OF9'6T EE9'EL $07'6 Skog wnipəw 
yousouqns 
Ayououvonpy 

L8E'E 9%L'7 tet 986'T +18'T oo¢'T 66S 91E 907 ocr sm9 

OtI'OI 4S8'8 TLT'S 996'9 TS6'S £6L'b so'z 97'i 670'L Lor sáog 
paisnliprow 


LI8'I 168'E 800Z  ISIZ  SIE'Z ZSZ  ZOSE LSP  6BS'S  LtO'S SID 
tO6'ZT TZIE ZIS'E  £Ob'E 199'E 806'E +98  8p6'S 8L99 90L'S skog awaqa 

Z'S 66h pzz» SIIH Z88'E  S6L'E  SSUE 9L6T  fO6GZT BEVE SHD 

S66'9 0609  TI8'S 91L'S OSZ'S SEO'S Off E40 OIFE gsz'g skog 
pəddvipuvq Kyorshiqg 

166 6L6 826 616 088 918 +89 19 s6s s6f SID 

Ore'T  S8Z'E  6bZ'I BLUT OTI OZU'I ££6 z718 002 995  sáog 
Buuvaq-Ayoried 


28 The Social Psychology of Childhood Disability 


(industrialization, urban growth and their accompanying psycho- 
logical consequence — alienation) was no coincidence. The child 
could serve as a symbol of the artist’s dissatisfaction with society, 
which was in process of such harsh development about him 
(Coveney, 1967, p.31). Neither is it a coincidence that during this 
period of the discovery of childhood as a legitimate literary image 
the first efforts should also be made to provide sanctuary and 
asylum for the most unfortunate children. 

We cannot, perhaps, recapture the precise attitudes behind the 
actions of the first people who gave concrete expression to their 
desire to assist the handicapped. But from the kinds of institution 
set up and their educational and religious regimes, we can glean 
something of their attitudes and of those of their contemporaries. 
Provision for handicapped children has three main themes — the 
inspiration of individuals, the work of charitable bodies and, 
progressively, the involvement of government. This pattern remains 
the same today. Pioneer work by gifted teachers and the contribution 
of voluntary societies still exist alongside state provision, and the 
former are very often attracted to fields not yet receiving government 
support. There is a continuous tradition from the end of the 
eighteenth century to the present day of the combination of these 
three elements (Pritchard, 1963). As historian of the process, 
Pritchard has commented that the earliest schools for the handicap- 
ped had one major element in common — they were all residential. 
This reflects the aspiration of their founders to provide a secure 
asylum for the deaf, the dumb and the crippled. The schools had 
something else in common — they were Protective, steeped in 
enthusiasm for religious observance, and their training programmes 
were vocational rather than educational. 


voluntary provision in 
residential. The Act of 1921 combine 


ma which attached itself to these 
r Act of 1944, the categories of 
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handicap were extended and the stage set for the expansion of 
special school places shown in Table 2.1, although the Act was clear 
that special schooling was only one form of special educational 
treatment. One of the most notable features of the Act, and 
subsequent regulations, was the defining of the categories of 
children requiring special help and the placing of a definite duty on 
Local Education Authorities to discover children with disabilities of 
body or mind and to determine and provide such special help as 
they required. That they have responded to this need is partly 
shown by the growth of special schools (from 491 in 1950 to 1444 in 
1975). 

Parallel and complementary to this has been the development 
of special classes and facilities in ordinary schools. The 1944 Act 
and subsequent regulations still regarded one group of children 
with severe cognitive and social limitations as ineducable, though 
they did consider them ‘trainable’. Not until 1970 were 
mentally handicapped children formally admitted into the care 
of LEAs—for the first time all children were seen to be 
capable of benefiting from education; and the stigmatizing 
and incorrect label of ‘ineducable’ was finally discarded. While 
the main burden of provision falls on the LEAs, schools sup- 
ported by independent and voluntary bodies continue their 
important work. Some independent schools are run by governing 
bodies which continue the work of the original founder. Their 
contribution is such that without them ‘some severely handicapped 
cerebral palsied, autistic and epileptic children would be without 
education even today’ (Pritchard, 1973, p-184). 

This history of provision for handicapped children has been one 
of growth within the framework of a partnership between state and 
voluntary societies. There are still gaps and unevenness in the 
distribution of resources, but until fairly recently there was implicit 
acceptance of the nineteenth-century philosophy of segregation. 
That notion has now been seriously challenged and there is a strong 
movement seeking to re-examine it (Snowdon Working Party, 
1976). There are those who argue that nothing except financial 
expediency stands in the way of having every handicapped child, no 
matter how serious his disability, placed in an ordinary school. This 
extreme view suggests that while there may be a need for separate 
special schools, many more children than once thought possible can 
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with advantage go to ordinary schools. There has been a remarkable 
revolution in attitudes within (historically considered) a relatively 
short time and we have come from neglect and indifference, through 
pfotectiveness, to an acceptance not only that the disabled child has 
the right to the best medical treatment and care, but also that his dis- 
ability ought not to be used as a device for separating him from 
society. While the changes are significant in terms of our own 
history, when we compare the rate of change here with events in 
other countries (most notably in Sweden) we may wonder why such 
developments have taken so long. Nevertheless, although the 


reasons for this change still need to be researched, what it represents 
is unambiguous. 


The sociology of handicapped children 


In 1954 Mendelsohn wrote about the contribution sociology could 
make to the study of mentally handicapped children. He suggested 
that the Phenomenon of mental deficiency had certain social 
characteristics needing examination. The condition was not some- 
thing which affected the child alone, but his brothers and sisters, 
his family, their relationships with relatives and neighbours, the 
local community, and ultimately the whole of society. He presented 
a simple model with three areas of Particular interest — information 
and attitudes; parental reactions; and community programmes. 
The subject of mental deficiency, he wrote, is shrouded in ‘myths, 
irrational taboos, Negative stereotypes 
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—especially the possible relationships between attitudes and 
social class, attitudes and community response, attitudes and home 
or institutional care. 

His third area, community programmes, focuses on the part 
played by organizations in securing better conditions for handicap- 
ped children. He thought it would be worthwhile to inquire what 
kinds of people are active in these organizations, what are their 
methods, how they transform themselves from local societies to 
national ones of considerable influence and prestige, how power 
passes from the dedicated volunteer to the professional organizer, 
and most crucial, how far organizations represent the views of 
those they purport to champion. 

This basic approach was taken a stage further by Kurtz in 1964, 
in a discussion of the role of sociology in the study of mental 
retardation. He suggested that sociologists might concentrate upon 
three major themes: (a) extent, type and distribution; (b) social 
systems; and (c) attitudes. Though Kurtz was specifically concerned 
with retardation, they can be applied to any handicapping 
condition. 

Discovering how a handicap is distributed, both geographically 
and socially, will lead to such questions as: is the condition over- 
represented in one social group compared with another, and if so, 
why? Chief among the various social systems in contact with 
handicapped children are their immediate families, neighbours and 
the various institutions set up to deal with this type of disability. 

Kurtz provides an example of how surveys of the distribution of 
retarded children and their families can produce some unexpected 
findings. In New York a study was carried out which asked the 
question: Of those children with IQs of under 50, which ones are 
placed in institutions? One finding was that placement was linked 
to the ethnic or religious background of the child’s family. The 
committal rate for retarded Jewish children was 1:20; for white 
Protestants and Catholics, 1:10; for Negroes, 1:4; and Puerto Rican 
children 1:2. This suggests an interplay of economic, social and 
religious factors. The other major factor was the behaviour of 
the child, though not the behaviour per sé but the social setting 


in which it took place. Unacceptable behaviour can be managed at 


home, but in public it has a different social meaning since it reveals 


the disparity between the child’s age and his social development, 
and negative community reactions to this threaten the family’s 
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own self-definition of competence and control. 
The study of social systems means that of roles. Kurtz calls for the 
study of the roles of those whose circumstances or professions bring 


them into contact with the retarded, and Provides this provocative 
description of the role of the doctor: 


pens when the physician is 
in a situation in which he feels that his medical actions 
can accomplish little for the Patient? Such a situation is, 
to say the least, extremely frustrating .... n 

iduals present such a frustrating 
t been found to improve their 
measures, Faced with this frus- 
he physician do, i.e. how does 
lings of inadequacy? Physicians 
w a definite routine — they can 
if also private practitioners, 


sion and for himself? First, 
on a program of research aimed at 
medical treatment of the 


I S can find a place somewhere 
in society. (Kurtz, 1964, Pp.18-19) 
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The framework provided by Mendelsohn and Kurtz seems 
appropriate for the initial study of the broad social factors affecting 
any group of handicapped children. If they are combined, then the 
examination will embrace: (a) the extent and distribution of the 
condition; (b) public and professional attitudes (including the 
accuracy or otherwise of information); (c) social systems in contact 
with the children — especially the family and specialized institu- 
tions; the roles of members of the social systems. 

There will, of course, be modifications and differences of 
emphasis depending on the particular nature of the handicaps 
being considered. Darbyshire (1970), in a plea for the systematic 
sociological study of deafness in children, argues that there are 
strong links between existing sociological studies and the world of 
deafness, particularly in three areas. 

The deaf are a distinctive subculture similar to an ethnic 
minority culture. They are a disadvantaged group facing negative 
attitudes and discrimination in education and employment. 
Darbyshire draws a parallel between the segregated schooling of the 
black child and that of the deaf child: both encounter similar 
problems when attempts are made to integrate them into ordinary 
schools — transport difficulties, acceptance by peer groups, the 
convincing of parents and teachers that integrated schooling is 
desirable. 

For Darbyshire deafness is a particular and severe form of 
deprivation. He suggests that in extreme cases the deaf child shows 
many of the characteristics of the culturally deprived child. The 
disadvantages of the deprived child have been laid at his parents’ 
door — so also with deaf children whose academic success is vitally 
affected by the quality of home life. _ 

Like the previous writers, Darbyshire, too, acknowledges the 
importance of family dynamics in understanding the deaf child. He 
details some of the aspects involved: 


Tests and scales exist for measuring social adjustment and other 
parameters of development and the factors to be assessed can 
probably be divided into what might be termed ‘concrete’ and 
‘abstract’ influences. Among the concrete factors one would wish 
to examine are family size, family income and occupation, 
housing conditions, the number of toys and books at home, 
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whether or not both 
level of the parents, 
attitude of the paren 
his handicap and his attitude to them 


Parents are working and the educational 
The abstract influences would include the 


school and the effectiveness of the school’ 
the parents’ aspirations for the child, the quality of language 
used in the home among parents and other siblings, the 
relationship between the Parents and the impact which the birth 
of a deaf child has had on their marriage, (Darbyshire, 1970, p.4) 


Obviously, Darbyshire’s approach to the sociology of deafness has 
several similarities to Kurtz's Proposals for the study of retardation. 


t to his disability, and 
f those around him? Is 
of disability or is it a 


result of social 


develop as the 
Trippe (195 


9), while acknowledging the real limitations of 
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disability, concludes that cumulative evidence of the degree of 
emotional disturbance and maladjustment in handicapped children 
needs to be explained and suggests that the Merton (1957) theory of 
social structure provides a guide. In particular, he uses Merton’s 
concept that deviance, or pressure towards deviance, arises from the 
relationship between culturally defined goals and the approved 
means of reaching them. If society explicitly or implicitly suggests 
that the goals of life are success, status and prestige, then the 
pressure towards deviance increases if the approved means of 
attaining them are unequally distributed. When a person accepts 
the goals but these means are not available, he may resort to 
illegitimate ones. At all events, the drive for success when there is 
limited opportunity does create anxiety and, in extreme cases, 
personality disorganization. 
Faced with incompatibility between goals and opportunities, a 
person may adopt a number of stances, €.g- 2 gradual reduction of 
the desired goals, which is possible when there are strong pressures to 
comply with generally approved methods of achievement and few 
avenues to success. Or it can lead to the abandonment of both the 
goals and the approved means. In some respects the handicapped 
child is insulated from many of these pressures though he will 
certainly experience them at adolescence. Trippe was convinced that 
evidence of rigidity, constricted personality and compulsiveness 
noted in some handicapped children, was consistent with their aban- 
doning the goals of social success while retaining a belief in the con- 
ventional means of achieving them. Further evidence shows the 
Progressive involvement of the handicapped with others like them- 
selves and indicates an abandonment of community membership. 


It should be clear that lofty aspirations and limited realis- 
tic opportunities are precisely the condition which invite socially 
deviant behaviours. For people with limited opportunities, 
continued effort toward accepted goals using only the approved 


methods, while socially appropriate, may lead to personality 
disorganization. The poor reality testing and highly unreal- 


isti i any atypical children illustrates this. 
c goals observed in many Aare: T 


But how reliable is the evidence on ‘Poor reality testing , ences 
goals, compulsive behaviour, rigidity and restricted personality in 
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handicapped children? Reynolds (1960) challenges many of the 
assumptions that have been made about their personality and 
adjustment. He criticizes much of the evidence because it applies to 
individuals what has been discovered in groups. He uses the 


concept of ‘the application to individuals of base-rate characteristics’; 


in many studies there has been over-emphasis on central tendencies 


and insufficient attention to variance. ‘The deaf are properly 
resentful if they are thought of all as a class, or being non-verbal. 
The orthopaedically handicapped shoul 
““isolates’’ or ‘‘rejectees’’ 


base-rate characteristics is 
Reynolds points out that the 


he social psychology of handicapped 
d on in chapter 1, is the nature and 
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normal person has concerning the disability and according to 
certain personality traits. It is a reciprocal process since the disabled, 
as a result of their experiences, set up their own system of social 
distance. Previous negative social experiences may lead them to 
anticipate coolness or awkwardness, and this may increase the 
difficulties of interpersonal communication, reinforcing a belief 
that others hold negative attitudes towards them. Negative social 
reinforcement may encourage a disabled person to limit social 
interaction, thus confirming for others that he is ‘difficult to get 
along with’, and the combined effect is to prevent perceptions from 
becoming less stereotyped. Social distance mechanisms act in an 
anticipatory way — allowing both parties to avoid or to limit inter- 
action, For some disabled people loneliness is preferable to rebuff. 
For normal persons avoidance may be preferable to awkwardness. 

Social interaction between handicapped persons and others has 
been studied —Voysey (1972) has provided some intriguing 
evidence and analysis— but almost nothing is known of the 
interaction system between the normal and the handicapped child, 
although their attitudes to each other have been examined 
(Richardson eż al., 1961). Systematic examination of the styles of 
interaction between adults and handicapped children would 
probably reveal some differences from the styles observed with 
ordinary children. Some of these differences would relate to 
to the nature of the disability — blindness and deafness present 
quite specific problems in interaction — and to the attitude system 


of the adults. 

At the personal level it 
the development of the d I 
of the self contained in such notio. 
self-esteem and ideal self, would be one way of exploring the 
child’s response to his disability, his perception of his value and 
status in the social systems in which he participates, and the effect 
of attitudes, expectations and interactions on that sense of self and 
its associated values. Such a study would examine topics connected 
with the relationship between disability and self-esteem, the effects 


of different socialization experiences and the association between 


self-concept and variables such as academic progress and career 


aspirations. 
The study of children’s self-concepts Wo 


would clearly be very important to study 
isabled child’s view of himself. The view 
ns as self-concept, self-image, 


uld be part of a wider 
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search for greater understanding of personal development. It is very 
difficult to study this in some groups of handicapped children (we 
shall examine the problem in a later chapter), but we must now 
explore the development of the person in relation to the various 
social systems which influence his growth. 

The forces that shape the d 


o day (1976), a severely disabled 
woman, provides valuable insights into : seat 


NCTE are several ways in which the stud: 
of disability might b 


how a particular category of disabili 
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study — the social factors involved in identification and labelling. 


Epidemiology 


The study of the way in which a disability or disease is distributed in 
time or space (epidemiology) has provided medical science with 
much valuable information, especially where the origins and causes 
of disability are imperfectly understood. Similarly, for the social 
scientist findings such as the unequal distribution of a defect in 
children from different social classes or an unequal dsitribution 
between urban and rural areas can have particular significance. 
Data on the incidence and prevalence of the condition are essential 
tools for administrators and planners of medical services, the supply 
of speech therapists or the provision of special schools. These 
matters are not primarily the province of the social psychologist, 
although he may be concerned with the manner in which the 
collection of data has been influenced by social or psychological 
factors. To illustrate, let us take the case of researchers who, in a 
richly detailed study of a representative sample of school chil- 
dren on the Isle of Wight, found that physical handicap in 
children was not significantly related to social class background. 
They came to a broadly similar conclusion with respect to 
children with psychiatric disorders, but there was one anomaly. 
Children with asthma were much more likely to be found among 
those whose families could be placed in the higher social classes 
(Rutter, Tizard and Whitmore, 1970). The question is, is asthma a 
condition causally related to social class, and if so how does this 
happen? We could speculate that certain children in this social 
group are in some ways made more anxious or placed under greater 
stress than working-class children, and that asthma is a specific 
stress reaction to a particular kind of pressure. On the other hand 
could the epidemiological data itself be suspect? Adelstein (1976) 
hypothesizes that working-class children displaying similar symp- 
tomsare more likely to be labelled bronchitic rather than asthmatic. 
If this is so then there appears to be a social force at work which 
influences what appears to be objective data collection. 
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Epidemiology and labelling 


Epidemiology involves the identification of different types of 
handicap, and, as the above e. 
disabled children may not be 
The influence of subjective 


illustrated by an experiment organized by Neer in 1973, who took 
the well-documented associa: 


Perhaps the most vivid exam 
th 


€ work of Mercer (1971) who examined how children from a 
community in Californi i 


—that is the 
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47.4 per cent of the Anglos were found eligible for special class 
placement, 32.7 per cent of the Mexicans and 19.8 of the Negro 
children. Following further tests, the results were converted into 
‘recommendation for placement in special classes’ and the percen- 
tage recommended for such placement was respectively 37.9, 40.9, 
21.2 per cent. Finally there was the implementation of the 
recommendations: 32.1 per cent of the Anglos recommended were 
put in special classes, 45.3 per cent of the Mexican and 22.6 per 
cent of the Negro children. These figures are repeated in the table 


below. 
Table 2.2 The labelling process (Mercer 1971, p. 197) 


Tested by Found Recommen- Special 

psycho- eligible ded for class 
Ethnic group logist (IQ 79) placement placement 
Anglo 82.9 47.4 37.9 32.1 
Mexican 7.6 32.7 40.9 45.3 
Negro 9.5 19.8 21.2 22.6 


The percentage of children initially tested by the psychologist 
was roughly similar to the distribution of ethnic groups in the 
community, but as the labelling-placement process continued the 
Percentage of ethnic minority children increased, especially at the 
crucial point when the decision on placement was made. The 
Percentages of Mexican and black children placed in special classes 
were six and two-and-a-half times larger respectively, than would 
have been expected by their proportionate numbers in the child 
population, As well as IQ and other tests, the children were given a 
medical examination and significant differences emerged, with 
Negro and Mexican children having fewer physical defects than 
Anglo children. This aspect could not therefore explain the over- 
representation of minority group children, and neither could 
economic factors; by far the strongest effect on placement was the 
ethnic background of the child. 

As Mercer points out, people will 
different ways. The high incidence o 
children from ethnic minority groups ca 
logical and cognitive defects arising out of 1n 
under-stimulating backgrounds — together wi 


explain these findings in 
f disabled and retarded 
n be related to physio- 
f impoverishment and 
th such factors as 
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inadequate diet and inferior pre- and post-natal care. Others will 
see confirmation of beliefs in racial and genetic differences in the 
data. For Mercer a more valid pers 
where the ‘over- 
persons and p 
devalued statu 
assignment ph 
ses’ (Mercer 1 


i Test (WISC.R) has 
incorporated a substantial sample of Negro children in its stan- 
dardization (Wechsler, 1974). 


A similar situati 


Per cent of such children in special schools (DES Statistics, 1972). 
The Over-representati i i 


is a further exampl P vulnerable to the 
(Coard, 1971). But it j 


of assigning nega 
referred to as ‘p 
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review and reconsideration assumes strategic importance. By them- 
selves regular reviews will do little more than redress blatant errors 
of placement, and therefore it is also important to examine the 
organizational context in which the labelling process is carried out. 
Woolfe (1977) has made a more recent study of the referral 
procedure in a Local Educational Authority with respect to malad- 
justed children, and provides substantial evidence that organiza- 
tional pressures can dominate clinical judgements. 


3 Attitudes and the handicapped 


Positive and negative attitudes 


Society’s attitudes place the handicapped in a subordinate status in 


ic minority groups (Tenny, 1953, 
PP.206-64). Tenny develops a common theme in rehabilitation 


most rapid during the 
an regard the press, television and the 


Attitudes and the handicapped 45 


developed. However, despite these positive gains there is still a 
residue of uncertainty, mistrust and downright discrimination 
against which the disabled have to contend. 

Public attitudes vary according to perceptions of the nature, 
severity and prognosis of disabilities as well as according to the age 
of the disabled person— it appears that handicapped children 
suffer less in this respect than adults, and attitudes towards any type 
of disability will range from indifference to hostility. These atti- 
tudes are reflected in personal encounters as well as in the 
discrimination implicit in certain legal or administrative restraints. 
Whilst it is valid to compare the disabled with ethnic minority 
groups (both suffer social distancing and marginality, negative 
portrayal in literature and humour, segregated schooling and 
vocational disadvantages), the analogy must not be pushed too far. 
The black child may experience negative social attitudes from an 
early age, but the disabled child can be protected during childhood 
from their full force. The family with a handicapped child does not 
automatically share his devalued social status, but black children 
and their families have a collective burden. Whilst attitudes vary 
with the perception of the disability, colour can bea uniform stigma. 
One other very important difference is that the disabled are not 
seen as a social threat — property values do not drop if a person in a 
wheelchair moves into a neighbourhood (though the setting up of a 
hostel for the retarded can arouse community opposition). 

An attitude (and there are many definitions) represents both ‘an 
orientation towards or away from some object, concept, or situation 
and a readiness to respond in a pre-determined manner to these, or 
telated objects, concepts or situations’ (Hilgard and Atkinson, 1967, 
p.583). Orientations and responses have intellectual and emotional 
components, and the basis of any particular attitude towards an 
individual or group may be well understood by the person who 
holds it or it may reside at an unconscious level. Attitudes are 
learned in various ways: the attitudes of those who hold key 
Positions in our lives can be internalized; personal and distinctive 
attitudes can be acquired from particular personal circumstances or 
from a single traumatic event or, without serious reflection, from 
the general social surroundings. Some attitudes are so firmly 
embedded that they can be legitimately regarded as stable elements 
of the personality, vigorously resistant to modification. 
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Sarnoff, Katz and Mc 
tudes and their format 
psychological functions 


Clintock (1970, p.168) suggest that atti- 
ion can be interpreted in terms of the 
that they fulfil. Man is a creative being, 
nse of his world and his experience — a 
a ‘search after meaning’. Attitudes can be 


» P-169). Attitudes may 


ee motivational contexts— the search for 


Tejudice has its conceptual- 


d Opinions about groups or 
(Positive or negati 


3 cen elegantly 
a set of attributes which vary on 


discontinuous’ 
xample, ranges 
> with many fine 


(Tajfel, 1969, PP.-177-8). H; 
from white through to brown and T a pe 


Attitudes and the handicapped 47 


gradations, yet racists talk and behave as though this continuous 
dimension, colour, yielded to a simple twofold classification of 
black or white. For Tajfel the significance of this component of 
prejudice for a person is that it produces the semblance of order. 
Since human beings and human nature are not orderly, it is easier 
to accept pre-judgements rather than have them upset. He notes 
that in the absence of specific data there will be a tendency to 
‘ascribe to an individual the characteristics which we derive from 
our knowledge of his class membership’ and that in ambiguous 
social situations it is easier to find data which support suppositions 
based on clan membership than to seek evidence which contradicts 
it. Making such judgements at a distance allows little or none of the 
negative feedback that is more likely in face-to-face encounters. Of 
course, challenge does not mean change, since the prejudiced 
person ‘has an emotional investment in preserving the differ- 
entiations between his group and others’ (Tajfel, 1969, p.181). 

Prejudiced views are acquired through the assimilation process 
involved in the learning of evaluations and preferences in one’s 
childhood, identification with one’s own social group and the 
acceptance of that group’s evaluation of other groups. This is partly 
to do with the relative status of one social group as against another. 
The status of groups is subject to change—as shown by the 
changing status of immigrant groups in the United States — and 
faced with declining social status a group may seek to explain this 
by attributing negative values to ascending groups and to develop 
self-supportive ideologies within the threatened group. 

Attitudes towards the handicapped presumably follow the lines 
of attitude formation suggested by Sarnoff, the negative, pre- 
judiced attitudes the process discussed by Tajfel. If, as noted 
earlier, there is evidence that attitudes to the handicapped have 
become more humane, then this may be because the original 
negative ones were largely the result of ignorance and misinfor- 
mation and were modified by education or other sources of 
information. How certain individuals develop highly positive atti- 


tudes towards groups which are otherwise stigmatized is a matter of 


great interest, but one with which we cannot deal fully here. 
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Social distance and the handicapped 


verity — both as disabilities in themselves and as 
disabilities in a friend (see Table 


3.1). The rank order (the lower the 
rank — 10 being the lowest and worst — the greater the perception 
of disadvantage) for ‘self? shows that the loss of a limb is regarded 
as less serious tha: 


n retardation or homosexuality, The rank order for 


‘friend’ reveals some differences — blindness, for example, is more 
acceptable in a friend than in self. 


Table 3.1 


‘Self’ 

CL, a ae 
Amputee 2.25 
s 2.72 Stutterer 2.57 
3. Wheelchair 2.76 Hare-lip 2.71 
4. Hare-lip 3.56 Wheelchair 3.52 
5. Stutterer 3.81 Blind 4.52 
6. Deaf-mute 4.89 Deaf-mute 4.54 
7.Cerebral Palsied 6.07 Mentally il] 5.90 
8. Mentally ill 6.42 Cerebral Palsied 6.49 
9. Retarded 6.69 Homosexual 6.63 
10. Homosexual 7.44 Retarded 7.18 

The subjects were t 


€s are not u; 


i niform: t 
dicap, 


the lower the percentage of 
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acceptance. Shears and Jensema abstracted three groups: (a) ampu- 
tee, wheelchair person and blind; (b) deaf, speech-handicapped and 
stutterer, and (c) mentally ill, retarded and homosexual — the 
cerebral palsied person occupied a position mid-way between groups 
(b) and (c). In explaining the difference in attitudes revealed by the 
social distance measure, they postulate that disabilities with a high 
measure of acceptance are visible and associated with stereotypes, 
and those with low acceptance are associated with stigma. The 
conditions in an intermediate position are the ones which cause 
problems in interpersonal communication. 

If interactional awkwardness is a factor affecting social distance, 
then the visibly handicapped give anticipatory cues for the non- 
handicapped which allow them to prepare for social encounters, 
while the deaf and speech-handicapped, who do not provide this 
anticipatory period, present particular unavoidable communication 
problems in encounters. Shears and Jensema concluded that social 
acceptance was probably based on six factors: visibility of affliction, 
interference with the communication process, social stigma, prog- 
Nosis, extent of incapacity and degree of difficulty in adjusting to 
daily life. 

A somewhat similar investigation was carried out by Semmel and 
Dickson (1966) into the cognitive and emotional associations of 


Table 3.2 Percentage of subjects who would accept certain anomalous 
Persons in specific situations 


Would 
live in Would 
Would Would same live 
Would haveas work neigh- Would in same 


Anomaly marry friend with bourhood speak to country 


Amputee 18.18 79.79 90.90 95.95 98.98 100 
Wheelchair 7.21 79.38 92.78 97.93 98.96 100 
Blind 16.12 77.41 89.24 95.69 100 100 
Hare-lip 824 69.07 80.41 87.62 98.97 98.97 
Stutterer 7.14 65.30 74.48 83.67 96.93 100 
Deaf-mute 10.41 53.12 66.66 80.20 94.79 100 
Cerebral palsied 1.03 38.14 50.51 65.97 88.65 100 
Retarded 00.00 23.95 30.20 54.16 86.45 100 
Mentally ill 2.10 28.42 37.39 45.26 70.52 97.89 
27.27 45.45 (71.71 98.98 


Homosexual 1.01 22AT 
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Particular disability labels 
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human one, ... surreptitiously substituted for the real child shortly 
after birth’ (Haffter, 1968, p.57). 

With the spread of Christianity the nature of the explanations 
changes and far from the changeling being seen as a misfortune, 
demons were invoked and the impiety or misconduct of the parents 
became the cause of the birth of a deformed infant. In some parts of 
Europe deformity in the newly-born was adequate evidence of 
involvement in witchcraft; this in turn led to the concealment of 
many handicapped children. As Haffter points out, these beliefs 
persisted in remote regions long after they were abandoned by 
better-educated communities, and he notes that one of the last 
recorded cases of the tormenting of a changeling occurred as late as 
1895. The transformation of the idea of the changeling by Christian 
demonology meant that the existence of the child was a public 
denouncement of the parents’ actions and even their thoughts. 
‘It... became a shameful stigma in the eyes of society and a reason 
for isolation, ostracism and even presecution’ (Haffter, 1968, 
Pp.60-1). He goes further than perhaps many of us would when he 
suggests that a residue of these earlier beliefs actually influences 
present-day attitudes through a societal ‘collective unconscious’, 
but it would be rash to claim that the beliefs have been totally 
eradicated even in technologically advanced societies. 

Anthropology might provide insight into the development of 
attitudes in our own past. Hanks and Hanks (1948), examining 
attitudes to disability in non-Western cultures, found that Western 
concepts of disability could not easily be used as ethnological data 
since what was seen as a handicap in one non-Western culture was 
not in another, Considering the social status of those who were 
viewed as handicapped in their own culture, they concluded that 
one can categorize social attitudes about the rights and obligations 
of the dominant group to the afflicted, and the meanings attached 
to the symptoms — which can have mystical or magical associations. 

When the social status of the afflicted was at its lowest, Hanks 
and Hanks called this as pariah status, the afflicted having no rights 
to seek or claim help and being seen by the majority as a threat. In 
cultures where disability reduces people’s capacity to hunt or gather 
food, stringent measures may be taken to remove this economic 
liability; they give examples of this practice among the Eskimos. An 
improved status was enjoyed by the disabled in cultures which 
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Culture-wide attitudes 


The examination of attitudes in cultures different from our own 
leads to the question whether there is a set of attitudes towards 
disability and handicap — or are attitudes a matter of individual 
preference and experience? In a series of researches Richardson and 
his colleagues (1961) have explored this question. Using a simple 
and elegant technique (showing to children and adults drawings of 
handicapped children and asking them to rank the pictures in order 
of preference), they apparently reveal the existence of uniform 
attitudes towards handicap. The drawings consisted of A — child 
with no handicap; L— child with crutches and a brace on the left 
left; W — child in a wheelchair; H — child with left hand missing; 
F— child with a facial disfigurement; and O —an obese child. 
Children from a wide range of social and geographical back- 
grounds, also including handicapped children, ranked the drawings. 
Six sub-samples of children ranked the pictures in the same 
order —A, L, W, H, F and O, i.e. the normal child first and the 
obese child last. Table 3.3 shows this startling conformity (with the 
minor exception of the Puerto Rican group for whom the rank order 
of W and H is reversed). 


Richardson suggested that boys, who might be more concerned 


with physical activity, would rate functional disabilities lower and 
that girls, being more concerned with social relationships, would 
react strongly against handicaps such as facial disfigurement and 
obesity. The rank order A, L, W, H, F, O, was found in both boys 
and girls but there was a tendency for boys and girls to react in 
that way. Perhaps the most surprising result was that both the 
handicapped and the non-handicapped expressed the same atti- 
tudes. To explain this, Richardson advanced several views, e.g. that 
the rankings reflect functional impairment (though the low ranking 
of the obese child does not support this); that facial characteristics 
dominate impressions — there is support for this given in the low 
ranking of F; and that the uniform first ranking of drawing A could 
be explained by a preference for the familiar rather than the 
unfamiliar. 
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Table 3.4 Preference rankings of handicaps by sex 
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by the gradual exposure of children to ‘depreciatory evaluations of 


persons with physical disabilities’. Advertising exploits ‘cultural 
stereotypes of physical beauty which are identified with goodness i 
The converse is that children are also exposed to more positive 
images of disability (through television and posters). Richardson 
concluded that this study has shown a consistent preference among 
all subgroups for the non-handicapped; a consistent ordering of 
disabilities by children from different backgrounds; and a consis- 
tent preference for certain types of disability. i 

In a subsequent study, Richardson (1970, p.209) examined the 
the age at which this consistent preference emerged. The same 
drawings were shown to children aged 5-12, 13, 15 and 18 and 
samples of parents ranked the pictures as they thought a 10 or 
11 year-old boy or girl would (see Table 3.4). The results revealed 
that by age 5 or 6 group values are emerging and that an orderly 
change in them through adolescence leads to children and parents 
eventually sharing the same values. Among the 6-8-year-olds, 
disabled children are rejected because they do not fulfil expectations. 
The more the drawing differs in overall appearance from the normal, 
the lower the ranking. With older children, especially girls, facial 
disfigurement appears to influence judgement, suggesting that with 
increasing maturity it is the social meanings of disability that 
influences the ranking process. One of the findings — the low 
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individuals display similar values remains to be shown in their 
rankings. An alternative treatment would be to report the most 
frequently occurring ranking preferences, but clearly the degree of 
individual variation in response will need to be examined further. 
The assumption that the rank order of pictures represents an equal 
interval scale could easily be tested empirically, as could reliability 
data (which are not given). Preliminary work with English children 
(both normal and handicapped) suggests that even if cultural 
conformity can be shown to exist, cross-cultural conformity is even 
more problematic. 

Richardson suggests that in the acquiring of attitudes and values 
about disability there is at work a subtle, non-conscious learning 
process by which groups ‘agree’. This seems to be non-controversial 
although details of the process remain obscure. But there are also 
attitudes which appear to be part of the individual’s personality and 
to a lesser extent influenced by cultural norms. 


Attitudes and personality 


We have already discussed Sarnoff’s thesis that prejudice can be 
linked with ego needs and ego weakness. There have been a few 
studies of the relationship between personality and attitudes to 
disability. One view is that a person with strong negative attitudes to 
one minority group may well display similar attitudes to other 
disadvantaged groups. Chesler (1965) devised a measure of ‘ethno- 
centrism’ and compared responses on this measure with expressed 
attitudes to a non-ethnic minority group — the disabled. Using four 
dimensions of ethnocentrism (race, religion, nationality and social 
class) he found that negative attitudes to one group correlated with 
negative attitudes to other groups. Those who showed high ethno- 
centrism or marked rejection of ‘out-groups’ also expressed negative 
attitudes towards the disabled. 

The relationship between personality and attitudes towards the 
disabled has been clarified by Noonan, Barry and Davis (1970). 
Their assumption was that attitudes are influenced by selective 
personality variables, and they compared college students’ responses 
on a number of personality tests with their responses to two measures 
of attitudes towards disability. These two measures were called 
criterion measutes, and consisted of the Attitude Towards Disabled 
Persons test (ATDP) by Yuker, Block and Cambell (1960) and an 
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ideas and opinions embedded in a community as a form of 
non-conscious ideology, and one that regards the attitudes as an 
aspect of the personality somewhat independent of these broad social 
trends. The nature of social encounters between the handicapped 
and non-handicapped provides a link between them. 


Social encounters 
that physical handicap 


Itis a major theme in rehabilitation literature 
Goffman suggests that 


elicits a negative response from other people. 
certain physical characteristics with negative values are responsible 
for the behaviour in face-to-face encounters in which the disabled 
person is at a disadvantage. When normal and stigmatized meet 
there is, in his terms, ‘one of the primal scenes of sociology ... the 
moment... where the cause and effects of stigma must be directly 
confronted by both sides’ (Goffman, 1968, p.24). Attitudes towards 
the handicapped stem either from an implicit form of social learning 
or from the personality of the individual, and it is possible that the 
problems of handling interpersonal encounters are a contributory 


factor. 


The evidence of interpersonal d y ] 
sources — interviews with handicapped persons, social psychological 


experiments, and the autobiographies of the handicapped. 

Davis (1964) used evidence given by handicapped persons in order 
to examine face-to-face interaction — especially initial encounters — 
which he refers to as the zone of first impressions. His subjects were 
people with a visible disability, and from his interviews he concludes 
that the pattern of social encounters contains the following elements. 
Any awkwardness in the initial encounter denies the disabled person 
his preferred social identity — physically different but socially 
normal. There may be awkwardness because the non-handicapped is 
inexperienced in communicating with the handicapped, or is 
uncertain of his attitudes and is burdened with the stereotyped 
expectations. One facet of awkwardness is that social behaviour, at 
least towards those we are meeting for the first time, requires a wide 
spectrum of attention, but this is limited by the obtrusiveness ofa 
disability. Great care taken to avoid glancing at, or mentioning, a 
disability can make it the focal point ofan encounter. Another source 
of awkwardness is the normal person’s uncertainty of the extent to 
which emotion can be expressed: must he conceal feelings of pity? 


ifficulties comes from three 
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behaviour with the ‘disabled’ confederate and with a non-disabled 
one were compared. Eye-to-eye contacts with the ‘disabled’ were not 
significantly different from those with the normal confederate, 
though the subjects were more inhibited in their movements, did 
form more positive views of the ‘disabled’ person and modified their 
views on sport and politics in ways they thought would be consistent 
with his —e.g. appearing less in favour of sport when with him. 

The experimental situation is similar to Davis’s zone of first 
impressions, during which eye-to-eye contacts are maintained (to 
avoid looking directly at the disability?), while movement is 
inhibited because of anxiety or uncertainty. The opinion distortion 
is, as Kleck suggests, part of a desire to be kind to the handicapped. 
The positive evaluation of the personality of the ‘disabled’ con- 
federate may be due to initial low expectations being destroyed by 
his conversational ability. In general, the experiment confirms some 
of Davis’s views about awkwardness in initial encounters. If brief 
encounters, rather than sustained relationships, are the typical 
experience of handicapped people, then continuous exposure to 
such stress, anxiety and uncertainty in which real opinions are not 
shared hardly makes for normal role-taking. 

The third source comes from the account disabled people have 
given of their experiences — accounts such as Christy Brown’s My 
Left Foot (1954) and Garland Minton’s Blind Man's Buff (1974), 
confirm several of the views of Davis and findings of Kleck. It seems 
that many of the negative attitudes referred to in the literature can be 
asctibed to problems of interaction. The awkwardness and dis- 
comfort so often discussed would in itself account for avoidance and 
rejection. Unless a non-handicapped person is highly motivated to 
sustain a relationship with a handicapped one, the cost may be too 
great for anything more than fictionalized acceptance. 


Attitudes to specific handicaps 


There is little doubt that attitudes vary t 
disability, although their variety may have just a single source (Ji ones, 
1974). In chapter 1 we categorized disabilities as visible, presenting 
difficulties of communication, episodic, stigmatized or as some 
combination of these. Let us examine the varying attitudes towards 
blindness, epilepsy and mental retardation — representing visual, 
episodic and stigmatizing conditions, respectively. 
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which have the greatest impact in ‘shaping how he formulates for 
himself his notions of the kind of person he is ...’ (p.11). The ways of 
lessening pressure towards isolation or the acceptance of dependence 
are much closer to home than to a very generalized public, and for 
the changing of attitudes it is the area ‘close to home’ that requires 
immediate attention. It is here that the fundamental belief that the 
blind person is normal but blind, and not occupying a blind role, is 
acquired and reinforced. 

Lukoff believes that the blind are learning to become more 
effective managers of social encounters and that this encourages a 
view of them as people, not as objects of pity; however, there is room 
for further work in this area, since some blind people are socially 
clumsy and this encourages the sighted to avoid the blind generally. 
Legislative and institutional developments must parallel increased 
natural acceptance at the interpersonal level so that the blind can 
have full access to all community roles other than those excluded by 
their physical limitation. 

The history of the social progress of the blind offers many valuable 
lessons. We have witnessed in the last century a move away from 
ostracism to over-protection, and the latter is incompatible with the 
growth of valid independence for the blind. Indeed the special 
attitudes aroused by blindness may be more intransigent than overtly 
discriminating ones. If we accept Lukoff’s views of the importance of 
those close to the blind person, then parental skills should involve 
more than child management, and should help foster an indepen- 
dent self-concept in the blind child —a process which should be 


continued at school. 


Turning to epilepsy, Harrison (1976, p.498) suggests that a ‘Key 
sociological question is: what do those who suffer from epilepsy fear 
from being perceived as, or labelled ‘ ‘epileptic’’?’ Epilepsy isa term 
covering a wide range of conditions from a momentary loss of 
awareness to the public image of the grand mal — unconsciousness, 
writhing limbs and incontinence. It is a symptom, not a disease, 
arising from a number of causes. One child in twenty suffers one con- 
vulsion during childhood. A smaller proportion have more severe 
symptoms; for some the symptoms may disappear with treatment or 
spontaneously, whilst for others they become chronic. Many beliefs 
still persist that are relics of beliefs about being possessed or about a 
link between epilepsy, mental illness and retardation. 
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avoidance. Also, the epileptic is psychologically threatened by 
potential discovery and loss of the dignity associated with control 
over one’s actions. 


Retardation is a term more notable for what it conceals than what it 
reveals. It covers persons with chromosomal defects such as Down's 
syndrome, those with damaged central nervous systems, and those 
with unknown disorders, but they all share a low level of mental or 
social functioning. It refers to both children and adults who, consid- 
ered as a class or group, show a remarkable range of abilities and dis- 
abilities. For some the label of ‘retarded’ or ‘subnormal’ means that 
they have failed to cope with certain social or educational demands at 
a particular time. For others the status lasts throughout life. 
Gottlieb (1975, p.102) notes that available studies of community 
attitudes to the retarded person show many inconsistencies, but he 
sums up that ‘the predominant view of mental retardation among 
the public at large is that of a mongoloid or physically damaged 
person’. Moreover, though most of the retarded are those whose 
difficulties are due to cultural or environmental factors and not to 
genetic or observable organic defects, this view is deeply embedded 
in community consciouness and presumably very resistant to change. 
Gottwald (1970) found that in a large sample respondents made 
little or no attempt to discriminate between different /evels of 
retardation — the label evoked a simple and derogatory stereotype. 
The effects of asking different kinds of attitude questions are shown 
by Jaffe (1966), who found that the label ‘mentally retarded’ was 
perceived more unfavourably and more variably than a sketch of 
the retarded person, and as Gottlieb points out, response may vary 
more when the stimulus is made more complex, e.g. by showing a 
video-recording or actually meeting a retarded person. Much of 
the variability in reported attitudes is clearly due to researchers 
using the label ‘retarded’ — this allows the respondent to construct 
his own meaning for the term; when distinctions are drawn 
between the severer and the milder forms, distinct attitude differ- 
ences emerge in the expected direction. z 
Among the variables studied as associated with attitudes are the 
subjects’ age, sex, educational level, socio-economic status, and 
degree of contact with the retarded (Jaffe, 1966, p.106). Though 
the evidence is not clear-cut there is support for the belief that 
women express more favourable attitudes than men, and with some 
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The curious and sometimes contradictory results of research on 
attitudes to the retarded are partly due to variation in methods, and 
to samples being drawn from diverse backgrounds, but perhaps the 
gravest defect of much of the research is its failure to follow through 
the measurement of expressed attitudes into the field of actual 
person-to-person contacts. 

The problems of attitude measurement have not been discussed 
here. The study of attitudes to handicaps falls into two broad types: 


(1) Prevalence of specific attitudes towards handicaps. 
(2) Relationship between attitudes towards disability and other 
variables (Yuker eż al., 1966, p-4). 


Yuker lists the methods which have been used: 


(a) Non-scored instruments—use of unstructured questionnaires. 


(b) Variants of the above, using ranking techniques and socio- 
metric methods, the latter being especially prominent in work 
with children. 

(c) Simple scored scales, 
false’, or ‘agree-disagree 
to ‘strongly disagree’). 

(d) Attitude scales, using t 

(e) Other scorable tests. 


involving either forced choices (‘true- 
*) or five-point scales (‘strongly agree’, 


he appropriate psychometric methods. 


He also comments that the bulk of research effort has been devoted 
to the attitudes of others towards disability and relatively few 
studies have focused on those of the disabled. Yuker notes that 
many of the attitude studies he reviewed contained weaknesses 
either because of over-simple methods, especially inadequate 
sampling, or of failure to tackle the questions of reliability. One of 
the most glaring faults in the research is not one of design or 
psychometric efficiency, but the way in which expressed attitudes 
ate insidiously extrapolated to beliefs concerning public behaviour. 
Gottlieb points out that until a comparison is made between 
expressed attitudes and person-to-person behaviour, much of the 
value of paper-and-pencil attitude tests must remain uncertain. 
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(1964) noted that there were few studies of the emotional develop- 
ment of blind children; Reed (1970) made a similar comment 
about deaf children; Zigler (1966, p.145), writing on the retarded 
child noted, with regret, that ‘so little work had, emanating from a 
personality point of view, been done with the retarded’; while 
Pilling (1973) remarked on the lack of definitive studies of 
adjustment and chronic illness. 

One reason for the comparative neglect of personality studies is 
the technical difficulty of assessing handicapped children. Conven- 
tional tests have to be modified for the blind: the deaf child finds it 
hard to understand oral questions or instructions and to convey his 
responses, as does one with a speech defect; the retarded child may 
have only a limited awareness of the basis of his behaviour and a 
restricted verbal ability for reporting oF expressing his feelings. 
Group paper-and-pencil tests are seldom appropriate, and the 
demands of individuals testing plus the need for modifications 
make the process of assessing the personality of the child a difficult 
and laborious one. Specially designed tests area available, such as 
braille versions of popular personality tests, but the standardization 
problems are formidable. Wachs (1966) discusses the use of 
projective and non-projective personality measures with the blind, 
deaf, speech-handicapped, motor-disabled and the intellectually 
retarded. In the former responses to questions are standardized, 
while stimuli in the latter allow the subject to present his own 
organization. The author also provides examples of the useful tests 
and suggests others of possible value to the clinician. i 

The paucity of objective data has not prevented beliefs and 
opinions emerging about the personality of the handicapped. 
Social reality being a product of consensus, such beliefs are more 
significant than what is known of not known. They operate to fill 


the empirical vacuum. 


There is a long history in philosophy and literature, as well as in 


psychology, of concern with the relationship between psyche and 
soma, so that it is hardly surprising that the handicapped should be 
seen as a proving ground for speculation and study. The persistent 
belief in the direct relationship between body and mind has been 
nourished by superstition and popular sayings, by fiction and 
biography. C.P. Snow (1968) could describe Rutherford, the 
physicist, as having the ‘soma of a great writer’, and Hardy, the 
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instruments of social control, but this may derive from careful 
observation by them of the non-disabled using their appearance 
and physique for social control; it only becomes ‘pathological’ 
when x practiced by those with a stigmatized physical 
deviation. 

It is increasingly apparent that concepts of inferiority and 
compensation cannot cover the wide range of responses of disabled 
persons to their disability. At the clinical level these concepts may 
have some limited value but, as used in the rehabilitation literature, 


they are too restricting. 
Attitudes to self and others are thought to be 


alues attributed to appearance and 
ntinuum from those with 


(b) Body image 
affected by perceptions of v 
physique. Persons place themselves on a co 
a positively valued body image to those with a negatively valued 
one. For Schilder (1950) body image was closely identified with 
self-image. Body image is constructed from postural cues, tactile 
impressions, visual appearance, degree of functional effectiveness 
and from social reinforcement. The disabled person receives 
Negative feedback from his own body and via the responses of 
others during his formative years, while his body image is being 
constructed. The negative reinforcement received by black children 
is made explicit when they draw and paint themselves as white. 
Richardson’s work suggests that disabled children share the value 
system of non-handicapped peers, and we may assume that percep- 
tion by the handicapped of the high value placed on normal 
physique provides a tension between actual and ideal body images. 
This tension is occasionally revealed in handicapped children’s self- 
portraits where the area of physical deviation is either exaggerated or 
disregarded. 

This view of personal or self-image is most valuable when there 
are marked abnormalities of physique or appearance. It may also be 
appropriate where chronic illness deprives the child of former 
physical skills or capacities, and this suggests its value for work on 
acquired disabilities. 
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(d) Social role Illness or disability is not only a physical 
phenomenon with accompanying psychological features, it prevents 
the person from performing a range of customary social roles. 
Health being the optimum condition for the performing of roles, 
illness grants a legitimate exemption from customary requirements 
which continues as long as the patient performs adequately in the 
new role — that of a ‘sick’ person. The ‘sick role’ involves present- 
ing one’s self for treatment, an acknowledgement that one is sick, a 
striving for recovery and active cooperation with those who are 
seeking to return one to optimum role capacity (Gordon, 1966). 

_ Handicapped children can be seen as ‘sick’, for some of them are 
just that, whilst others may be considered as metaphorically sick 
and treated as if they really were so, though not all of them will be 
able to perform every aspect of the sick role, such as striving to get 
well or cooperating with healing agencies. Institutions in this 
context become locations for the chronically ‘sick’: the delinquent 
absconding from a community home is not striving to get well and 
the maladjusted child in a therapeutic community is expected to 
Conform to the prevailing definition of illness there — e.g. when 
behaving in a disturbed way is seen as obligatory in the therapeutic 
Process. Balbernie (1973, p-540) writes of ‘becoming suspicious of 
the ‘‘good’’ unit, the place for delinquent or disturbed children 
where there is no delinquency of disturbance visible’. He is, of 
Course, referring to those establishements where spontaneous 
behaviour is repressed by authoritarian control, but the social role 
expectation is explicit. One danger of perceiving handicapped 
children as sick is that like sick persons, they will have things done 
for them and to them and will largely be at the mercy of the 
professional healers and helpers, with the consequent loss of human 


dignity and independence. 

Theories such as the ones described above, all appear to have 
some use in understanding the personal development of handicap- 
ped children, In order to gauge their relative power as explanatory 
tools, English (1971) examined the theories in the context of the 
behaviour of the disabled and the reactions of normals to disability, 
especially in connection with the effect of handicaps and early 
experiences, the psychological impact of disablement, the socio- 
logical aspects of prognosis for rehabilitation and attitude change. 
He developed twelve propositions (e.8- the stigmatization of the 
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produced by it created the tuberculosis personality type. Later 
research showed clearly that there was no one distinctive personality 
type, but what emerged was that ‘tuberculosis patients do show 
anxiety, mild neuroticism, discontent and depression, more often 
after than is found in the general population: but the same thing 
can be said for groups of patients hospitalized for various other 
chronic and even acute disease’ (Garrett, 1953, p.103). The natural 
history of the ‘tuberculosis personality’ has parallels in others 
handicaps. 

Foulke (1972) has shown how treating the personality of the 
blind as a unitary concept has led to much uncritical acceptance of 
the idea that there is a distinctive personality associated with 
blindness. To him, blindness is more properly regarded as a set of 
Situational variables, and the personality itself is too complexly 
determined to be accounted for by a single variable such as loss of 
vision, 

Similar views were once held about the ‘epileptic personality’. 
What they have in common is a simplistic equating of soma and 
Psyche — a one-to-one correspondence that satisfies some personal 
reactions to handicapped people. What is surprising is not that 
these views have been and are held, but that they have survived 
with such vigour. As with handicapped adults, attempts have been 
made to show that medically or clinically defined groups of children 
display the same types of behaviour and adjustment accounted for 


by a single situational variable — the handicap. 


handicapped child Cerebral palsy 


usually results in children having a motor defect, though there are 
other secondary problems, €.8- of speech or perception. The motor 
defect is highly variable, which is one of the clinical characteristics 


of the group; in some cases it results in severely limited mobility, in 
ds delicate skills. Cerebral palsy 


others it is only apparent as regar s 
affects 2.9 school-age children in every 1,000. There are three main 
types: spastic, with rigid muscles and exaggerated reflexes; 
athetoid, characterized by slow writhing movements; and ataxic, 
with its marked disturbance of balance. 

Phelps (1948) developed a hypothesis that the type of cerebral 
palsy was directly related to personality type, the latter being caused 
by the child’s physical status. The spastic’s rigid muscles, he 
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thought, led to the child becoming fearful of people and strange 
situations, while the athetoid’s involuntary movements made him 
confident in novel situations. Block (1955) examined twenty spastic 
and eighteen athetoid children (medically classified) of near- 
average intelligence (IQ 96), who were eleven years of age. All of 


them had congenital or early acquired cerebral palsy; they were 
given projective tests, behaviour ratings were obtained, and detailed 
case histories prepared. Particu] 
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ae but it is valuable to be reminded that in comparatively 
mes such views were held and held sufficiently strongly to 
need empirical refutation. 

Another example involves children with visual handicaps. 
Langan (1970) comments on the longstanding interest in the 
relationship between personality and blindness. While there were 
clues in the autobiographies of blind persons, there was little 
systematic evidence, though the general view was that personality 
among the blind was as diverse as in the sighted community. The 
More empirical data hint that blindness tends to emphasize or 
Over-exaggerate normal aspects of personality rather than to create 
Specific types, and this is shown by a ‘more active response to praise 
or blame, [while] frustration is experienced more quickly’ (Langan, 
1970, p.380). Langan concedes that within the diversity there 
appear to be, among blind children, three main subgroups: an 
active group enjoying movement and music; a passive one; and a 
Motory’ one with high drive, given to much jumping, clapping, 
skipping and shouting — these broad groupings reflect, not abnor- 
mal states, but exaggerated aspects of normal development. 

Like Gottlieb, Langan believed that, regardless of community 
attitudes to blind adults, what matters where blind children are con- 
cerned is the attitudes and experiences provided by those in regular 
contact with them, though there is the ever-present danger of natural 
dependence leading to over-protection. Langan was not alone in 
being convinced that blind children react to their handicap mainly in 
terms of the attitudes of other people important to them. Lowenfeld 


(1974) states that most blind children grow uP into emotionally 
stable adults, a point that Richardson (1968) makes when he states 
that the critical empirical question 1 why this is so. Lukoff (1972) 
suggests that blind people experience particular attitudes which tend 
tob am h these can be taken to extremes, e.g. when 
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Communication difficulties Reed (1970) noted that there were 
few studies of the emotional development of deaf children and 
contrasted these with the many examinations of their intellectual 
development. He quoted work suggesting that twice as many deaf 
children could be classified as emotionally disturbed or needing 
psychiatric help as members of a matched control group who could 


hear. Projective tests on pupils in a residential school revealed 
emotional under-development, 


personal behaviour, and egocent 
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1974). Between 600 and 700 attended the six special schools for 
epileptic children. The electrical discharges associated with the 
overt symptoms may be general or localized in the brain, producing 
grand mal, with its loss of consciousness, violent jerking of the 
limbs and sometimes incontinence, or petit mal with its momentary 
loss of consciousness. Seizures can take place during the day or 
during sleep. The condition can respond to treatment — usually 
medication and a ‘regular and temperate mode of living’. There 
has been widespread misunderstanding about its nature, such as 
beliefs that sufferers are ‘possessed’, are likely to go mad or become 
criminal. The anxiety provoked by epilepsy expressed itself in the 
past in prohibitions on marriage, segregation from the community 
and exclusion from much of ordinary social and economic life. 
Happily the worst features of earlier misconceptions have been 
reduced if not entirely eliminated (Hill, 1959). 

A longstanding debate has centred on whether there is a 
distinctive personality associated with epilepsy, and on the extent 
and nature of behaviour disorders amongst epileptics. Bridge 
(1949) found that behaviour disorders were not due to the epilepsy 
but to a wide range of social and environmental forces. Pond 
(1952) believed that children with pest mal were either small, 
blue-eyed, fair-haired boys or rather darker, more untidy-looking 
girls, and that in personality they were stubborn, serious, passive, 
well-mannered but given to such neurotic symptoms as nightmares 
and severe anxiety. Among those with brain injury he found 
evidence of aggressive and of explosive, unpredictable behaviour. 
Halstead (1957) found epileptic children in a special school to have 
more behaviour disorders than non-epileptic children used as a 
control, Nuffield (1961) showed a relationship between behaviour 
disorders and neurological status. Children whose cause of epilepsy 
was located in the temporal lobe region of the brain showed a 
tendency towards aggression but were not particularly neurotic, 
while the reverse was true of the petit mal group. One of his 
conclusions was that environmental factors determine the presence 
or absence of behaviour disorders but that the nature of the latter is 
partly determined by the child’s neurological status. Henderson 
(1974) states that between 12 and 20 per cent of epileptic children 
have serious behaviour disorders, the form of these being no 


different from that in other seriously disturbed children. 
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Tizard’s (1962) discussion of the personality of epileptics is still 
valuable. She outlined the main theories supporting or denying the 
view that there is a common personality, or suggesting that 
epileptics are more neurotic, their personalities being similar to 
those of other organically damaged persons: and the claims that 


personality varies with the type of epilepsy. She concluded that 


while there were no grounds for the unique personality theory, 
other views had still to 


be evaluated because the existing studies 
could be criticized for weaknesses in method, such as failure to 
provide adequate controls and limited use of standardized per- 
sonality ratings. Since this excellent review Paper, the complex 


interaction of environmental and pathological factors have been 
studied, 
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and colleagues (1971) examined a somewhat older group (13-21), 
and showed clearly the impact of parental attitudes and family 
dynamics on the epileptic person's attitude to his schooling, 
vocational goals and interpersonal relationships, but again epilepsy 
was not directly implicated as a cause. If the type of disturbance in 
epileptics is similar to that in normals, it may be only at the 
interactional level of analysis that it can be understood. 

Extrapolating from the evidence on emotional disturbance it 
seems reasonable to suppose that there exists among epileptics a 
range of personality not basically dissimilar from that of the 
general population, but more vulnerable. The evidence that epilep- 
tics are more disturbed (neurotic) is not strong — Rutter’s study 
found the neuro-epileptic children significantly more ‘worried 
and fussy’ than other groups. The evidence that in personality 
epileptics are like other children with organic brain damage is not 
entirely unequivocal. Nor is the view that personality is related to 
type of epilepsy. But there is some evidence that seizures may be 
related to behaviour disorders, though the latter may in turn be 
related to the social stress associated with seizures. 

None of the above studies have focused on what seems to be the 
central core of the epileptic’s experience — loss of control over his 
body and the episodic nature of the handicap. Some attention has 
been paid to the stigma attached to epilepsy but relatively little has 
been written about its social-psychological basis in childhood except 
by Bagley. The search for personality patterns associated with 
epilepsy or its variants appears to be largely inconclusive — patterns 
of reactions and behaviour tend to be associated with a range of 
factors, and in the clustering of factors epilepsy is only one element. 
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hospital ward. On Silverstein’s scales DS children were rated 
significantly higher on traits such as general adjustment, cooper- 
ation, cheerfulness, etc. These findi 


mimicking ability, stub- 
ence, vividness and rambling chatter’ 
sex, incidence of stigma, severity of 
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psychotic behaviour has been observed; and the study presents a 
(variable) picture of emotional disturbance in the group. Belmont 
considers that the balance of evidence seems to favour the view that 
DS children are somewhat less disturbed than other groups, but 
whether they have a pleasanter personality is dubious. What is 
unequivocal is that there is no uniform personality. Experimental 
evidence is against clinical impressions that they are musical, while 
claims that their social development is superior to their intellectual 
development are uncertain. The relationship between intelligence 
levels and clinical varieties of Down’s syndrome has revealed little 
except the extent of the research difficulties involved in disentang- 
ling the problem. 

The study of the personality of medically labelled groups appears 
to have gone through several stages. At the start there was usually 
an attempt to unveil the common personality characteristics on 
which stereotyped views were based. The second stage was often the 
breaking-down of the stereotype into patterns of behaviour and 
reaction associated with clinical sub-categories. Finally the view that 
the latter had common personality characteristics collapsed as the 
true extent of individual differences among children with a com- 
mon handicap became apparent. It is difficult to explain why belief 
in a unilateral association between disability and personality persis- 
ted for so long even though clinical experience must have shown 
that the reverse was true. Quite slowly we have come to accept that 
the child’s personality emerges from a complicated set of inter- 
changes between his biological predispositions and the other people 
who are important to him, and neither are in any real sense 
uniform. It is most likely that from the almost infinite variety of 
attitudes and socialization practices and the range of handicapping 
conditions under any medical label, a uniform personality type 
would emerge. We are left, not with the comfort of stock expect- 
ations but the more difficult, though essentially more humane, task 
of reflecting on the children and their experiences as individuals. 

If for the sake of argument we accept that children with certain 
types of disability display common behavioural characteristics, it 
would seem just as sensible to look for an explanation in their 
common socialization experiences as in their basic physical disabil- 
ities. Regularities in behaviour might just as easily be the result of 
being treated, taught or institutionalized in a more or less uniform 
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manner. Paradoxically, as treatment and socialization of the handi- 
capped has moved away from regimentation to a more personal 
approach (revealing en route the variety of individual responses to 
handicaps), we may begin to see more clearly than ever before, the 
teal relationships between Psyche and soma — or the question may 
finally be relegated to the scrapheap of psychological speculation. 

If personality studies have been unable to find a Perspective for 
this problem, where should we look for an overview? Some writers 


have found it unrewarding to approach the handicapped child’s 


prescriptions defining the 
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two-sided relationship and another? Is the patient-physician role 
modified when the patient is a child? What are the long-term 
consequences for personality development of a child being chro- 
nically sick? To be obliged to take a particular role (almost 
irrespective of the physiological cause of the handicapping con- 
dition) may produce similar patterns of behavioural reaction. 

Fishler and colleagues (1972) studied a group of 45 children with 
a rare condition, galactosemia, requiring a special diet. (Galacto- 
semia is a hereditary fault in carbohydrate metabolism and produces 
such symptoms as vomiting, failure to thrive, loss of weight, 
cataracts and jaundice.) The researchers followed this group from 
early childhood to adulthood, using various tests, appropriate to 
the state of development, such as draw-a-person, sentence comple- 
tion, Rorschach (ink-blot test) and TAT (the Thematic Appercep- 
tion Test in which the subject describes what he sees in a series of 
illustrations which are open to a variety of interpretations and hence 
are thought to tap unconscious feelings and attitudes). Their results 
showed that there were definite changes according to age. The 
pre-school child was seen as ‘excessively shy and fearful in terms of 
personal contacts’. During the school-age period there were many 
signs of anxiety, such as nail-biting, and at adolescence there were a 
few children with very serious problems of adjustment. There was 
‘little doubt that their poor self-image was related to their dietary 
restrictions which clearly set them apart from other persons. These 
feelings of inadequacy were further compounded by learning 
problems at school’ (Fishler eż al., 1972, p-416). 

Olch (1971) investigated 45 children and young adults with 
haemophilia, a condition characterized by recurrent haemorrhages 
which may be spontaneous of caused by (even minor) injury. 
Prolonged hospitalization or intensive care is usual. Olch gave her 
subjects draw-a-person and Rorschach ink-blot tests and need- 
achievement measures. In the 5-7 age group she found a common 
anxiety, intense feelings of inadequacy and social unease. The 8-12 
age group were passive, lacked spontaneity and were keenly aware 
of the difference between themselves and others. The young 
adolescents showed the greatest activity, resistance and indepen- 


dence, while the older ones ‘exhibited the greatest constriction of 


personality. They relied heavily upon intellectualization, compul- 


sivity and avoidance of spontaneity.’ 
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These two studies are particularly interesting since they cover the 
child’s developmental period. They both give some support to 
somatopsychological theories and to role theory. Olch suggests that 
in haemophilia patients, limited activity produces a restricted 
thought process. Neither produces any evidence for a distinctive 
personality type, but both indicate a pattern of adaptation to 
prescribed roles. 

Similarly, asthma, the psychosomatic condition bar excellence, 
has failed to reveal a special personality type, though Pinkerton and 
Weaver (1970) noted the similarity of their asthmatic patients to 
other sick children. Anxiety, dependency and neuroticism 
i c child’s immediate interpersonal milieu. 
Other studies have found low levels of reactivity, tension and 
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non-handicapped, but as having a functional disability. This they 
saw as extraneous to them — an inconvenient encumbrance — and 
in time the functional loss would be made good. This response 
underwent a significant change when they were placed in a 
residential school for the physically handicapped. At first, many 
children went through a period of profound melancholy due to two 
factors — separation from home and the realization that miraculous 
cures were unlikely. Children could see other, older children, with 
similar disabilities. Eventually, though it could take a long time, 
they came through this depressed phase, and the transformation 
was marked by statements they made about their future which 
showed a view of the self that included their disablement. Minde 
comments on the gradual and sometimes painful process by which 
these children made the transition from one status to another. 


Self-image 
How a person perceives and appraises himself can be described and 
interpreted in a number of ways. Self-appraisal or self-concept has a 


developmental component which in the child refers to the extent 


and manner in which innate predispositions, biological growth and 
If, It also has a social component 


maturation affect his view of himse 
—a view of self derived from interactions with others, especially 


those who are important to the child. Self-concept develops out of 
the organism’s interaction with the environment and the value 
systems of others, and out of the need to have a consistent view of 


the self, and is subject to modification through learning. Argyle 


(1973) provides an economical view of self-concept as consisting of 


self-image, i.e., how the person sees himself, and self-esteem — the 
value he places on himself. 


Both self-image and self-esteem will be influenced by percep- 


tions of the attitudes of others, especially of those whose opinion is 


most prized. Thomas (1971) showed that among ten-year-olds the 
influence of the family on the formation of self-concepts was more 
significant than that of peer groups, though we would expect 
changes here with the approach of adolescence. Children acquire a 
generalized view of the qualities, abilities and skills that command 
social approval, and compare their own attributes with those that are 
approved. Here some discrepancy may intrude between an actual 
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and a desired or ideal self-image, and self-concept research implies 
that for sound mental health this discrepancy should not be too 
great. 

Measutes of self-concept are usually either observational or of the 
self-report variety. I. Gordon (1966) has shown the value of 
observational methods with retarded subjects who could not 
complete a self-report, but of course they are not free from bias in 
behaviour sampling or interpretation, Wylie (1961) notes that 
self-report devices can be inaccurate or misleading, since the subject 
may deicde to present a view of himself that is partial or socially 
desirable, or he may interpret items in a highly personal way. 
Increasing dissatisfaction with self-report has led some writers to 
recommend repertory grid method: 
(Kelly, 1955; Nash, 1973). In its origi 


ded 
children have been correlated with wis, fe, al chem, ee 
ligence, length of special schooling, and presence in special classes or 
integrated settings. The findings are often at as well. At 
face value they suggest a modest Correlation with į ih ence, that 
retarded girls have a higher self. concept than oo d that 
high levels of self-esteem are gi she ac 
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relationship between self-concept, f; harp (1968) examined the 
‘bleeding episodes’ experienced þ 
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a chart containing 36 profile silhouettes diminishing in height 
from left to right. Using a pointer each child indicated the place he 
would occupy on the chart according to his height and thirteen 
other dimensions. Family stress was estimated via a questionnaire 
for mothers, and records of bleeding episodes were obtained. There 
was a moderately strong relationship between high self-concepts 
and fewer episodes of bleeding, but stress was directly related to 
frequency of bleeding, irrespective of the level of self-concept. It 
was thought that self-concepts acted as mediators between the 
children’s physical status and their perceptions of stress. 
Nussbaum (1962) studied a group of adolescents with cerebral 
palsy in order to determine their self-concepts, and the concepts 
held of them by their mothers, about capacity to perform tasks, 
social relationships, vocational potential and intelligence. He dis- 
covered significant correlations between the adolescents’ own self- 
concepts and their mothers’ concepts of them in three of the 
areas —tasks, social relationships and vocational potential — and 
he concluded that the mothers appeared to influence the self- 


concepts of their children. 
Smits (1964) studied the influence of the obviousness and 


severity of disability on adolescents’ self-concepts, using a self- 
concept and self-acceptance measure. Those with mild disabilities 
had higher self-concept scores than those with severe ones; severely 
disabled girls had the lowest self-acceptance scores, and the more 
obviously disabled adolescents received more extreme ratings from 
classmates than did the others. 

Kinn (1964) examined differences in the self-reports of 72 
physically handicapped and non-handicapped children, as well as 
discrepancies between actual and ideal self. The handicaps included 
sensory, orthopaedic, circulatory and metabolic disorders. As might 
be expected, the handicapped children saw themselves as less 
physically adequate than the non-handicapped; they had fewer 
close relationships and fewer opportunities for social participation, 
and though they had similar life-goals to the non-handicapped, 
they felt less able to achieve them. The visibly handicapped showed 
greater correspondence between self-concept and ideal self than did 
the non-handicapped. 

Grinter (1974) studied the se 
visually handicapped adolescents, an 


If-concepts and ideal selves of 
d found that they did not have 
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a lower self-concept score than did a control group. They did, 
however, show a greater discrepancy between perceived and ideal 
self, and there was an association between low self-concept scores 
and ratings of social adjustment. (A useful discussion of self- 
concept in handicapped children may be found in Shakespeare’s 
The Psychology of Handicap, 1975.) 

Self-concept studies are ones to which many students are attrac- 
ted, partly because of the intrinsic interest of the topic and partly 
because of the simplicity in the completion and scoring of self- 
concept measures. However, a cautionary note must be sounded 
both with respect to the uncritical use of potentially unreliable 
instruments, and to the interpretation of findings without 
adequate checks such as the use of social desirability scales. 


5 The socialization of the 
handicapped child 


Socialization processes 


Children are born with biological systems that allow behaviour to 
be patterned by and adapted to their social surroundings. Those 
Persons with strategic positions in the child’s world are more than 
caretakers, since they mediate between him and the prevailing 
social order, and through them he starts the process not only of 
learning about that social order, but also his place within it. 
Socialization can be broadly defined as * ... the inculcation of the 
skills and attitudes for the playing of given social roles’ (Mayer, 
1970, p.xii). The young child learning these skills and attitudes is 
sometimes seen as almost totally plastic when faced with cultural 
Pressures to acquire ‘given social roles’ — thus, his personality will 
be what his culture demands. This extreme view is untenable since 
the individual is not totally plastic of passive in acquiring social 
roles, nor does he develop in a society which demands rigid 
conformity to cultural pressures; moreover, even if there were wide 
agreement about the most desirable outcome of socialization (and 
there is not), the process is not in the hands of people able to give 
the necessary amount of conditioning. All this suggests that in our 
society the outcome is dubious rather than assured. 

We can observe societies where there appears to be almost 
Universal (public) agreement about the social roles required of the 
adult and about the ways of inculcating the skills and values 
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associated with them. Loudon (1970), in his work on teasing and 
socialization on the remote island of Tristan de Cunha, noted the 
widespread agreement, in a small and vulnerable community, about 
the value to adults of avoiding open displays of aggressive feelings ae 
the avoidance of such displays was a significant part of the social 
training of their young children. Comparisons between our own 
apparently more varied and implicit socialization programmes and 
those of other societies where there is a greater consensus on practice 
and outcomes readily come to mind ( Bronfenbrenner, 1974). 3 

One of the purposes of the planned inculcation of social roles 18 
the promotion of social stability. This is a mechanism of social 
continuity, and the more accurately a society can identify these 
roles, the more effectively it can teach the associated values and 
attitudes, and so correspondingly protect itself from the tension of 
change and uncertainty, Much of children’s experience can properly 
be regarded as anticipatory role-playing, and throughout childhood 
they progressively acquire the behaviours which will most con- 
tribute to a socially cohesive adult role; being anticipatory it also 
allows for failure and inadequcies to be corrected, 


The internalization of role behaviour appear to involve two major 
aspects of learning — 


í „imitation and identification. Imitation is the 
modelling of behaviour on that of an admired other person. 
Modelling leads not 


person and as a role-exemplar 
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With us, socialization is not often the complete responsibility of 
any single agency. For the vast majority of children the process relies 
on several, and they, in sequence, take up a distinctive and even 
superordinate position. The main agencies are family, schools, peer 
groups, religious bodies and occupational groups. The family is still 
the primary one and continues its responsibilities to the child for as 
long as he remains a member; not only is it the first, but it is often 
thought to be the most significant agent. The personality of the 
child is fashioned within the family, and there he learns his first 
and crucial lessons about the roles which society will expect from 
him. The family is a special type of social system in which there is a 
Paradox: the young child can invest all his emotional resources in it, 
yet eventually he must become emancipated from it, and the 
Management of this dependence-independence function is 
probably one of the most difficult tasks of this specialized social 
system, 

Some anthropologists refer to the whole socialization process 
within a culture as a ‘vernacular system’. This includes all those 
Practices for which explicit results are claimed. The theories, rituals, 
ceremonies, techniques, rewards and punishments collectively 
comprise the vernacular system — the conscious, deliberate 
attempts to mould the young into patterns of behaviour consistent 
with the society’s values and attitudes. It can be objected that our 
own practices consist of not one, but several sub-systems. Given a 
society in which the adults do not appear to underwrite a consensual 
or uniform prescription we are dealing with diversity rather than 
homogeneity. Our vernacular systems vary greatly over time — wit 
ness the changes in views about children and their development 
from Victorian England to the present day — variations of a social 
nature, as illustrated by the different socialization practices of 
different social classes so vividly documented by Klein (1965), and 
regional variations which still seem to exist, for example, in the 
different attitudes and practices towards physical punishment in 
Scotland and in England. Admittedly there are pressures towards 
greater uniformity, but at the present time variability rather than 
consensus looks to be a more accurate reflection of socialization 


Practice. x piety 23 ind 
One consequence of social and economic mobility in nt 2 us- 
trial society has been to throw into sharper relief the central role of 
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for given social roles has to be replaced by skills of engagement in 
roles as yet only dimly perceived, and socialization becomes the task 
of adapting the new roles — in effect, a process of socialization for 
socialization. 


Disability and socialization 


The existence of disability in children may mean that the process 
and outcome of socialization differ in some respects from those 
experienced by non-handicapped children. Attitudes towards dis- 
ability or handicap, and differences according to types or severity, 
would appear to be factors affecting the socialization process. Given 
the variations in socialization practices, it seems unlikely that even 
if there were differences between the socialization experiences of 
the handicapped and non-handicapped the differences themselves 
would be uniform. 

One way in which sociali 
through the direct effects o 


zation practices will be influenced is 
f the disability itself —the sorts of 


limitation or hindrance imposed by it on the use of the full range of 
This is most obvious in the case 


customary social learning methods. i ; r 
of children with profound sensory disabilities. Deafness in an infant 
ds as means of outside control; 


prevents his mother from using Wor 0 l 
he is slow to acquire an internal language by which to regulate his 


own behaviour (in the manner which Luria (1963) suggests occurs 
with normal children); he is also slow to acquire social concepts 
which are heavily dependent upon language (see Kates and Kates, 
1965): all these factors imply that the mechanism of social role 
learning will be directly affected by the handicap. Visually han- 
dicapped children will not receive that rich source of information, 
non-verbal signals, which parents customarily use in monitoring 


and controlling their children’s behaviour. Children with severe 
physical handicaps may be effectively cut off from the crucial adjus- 
tiveexperiencesof the peer group, unless very special efforts are made 


to provide these experiences. The direct effects of disabilities that 
present additional problems for parents oF other caretakers do not, 
of themselves, imply that the outcomes are necessarily atypical, for 
the child can develop into a conventional social being even if 


exceptional measures are required. INSER 9 
Where parents see that their child and his disability are likely to 
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meet rejection or indifference, the socialization process can be 
constrained. Perceptions of public attitudes may lead parents to 
restrict the social learning programme they prefer. Such indirect 
effects can be seen in the case of children with severe facial 
deformities. The French surgeon, Tessier, who has specialized in 
the remodelling of facial abnormalities is convinced of the value of 


early cosmetic treatment ‘... before irretrievable personality 
damage is done .. 


are considered as 
or shunted into 
physical deforma: 
p.21). Such conc 
child from being hurt, the famil 


$ nandicapped children, With normal 
children we find a harmony in the mental and physical duet where 
al and social development proceed in 
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of the clearest differences between the handicapped and the 
non-handicapped, although this only applies to those with the 
gravest disabilities since there are many others who are able to 
sustain a conventional adult role. 

Thus, in short, the combination of direct and indirect effects and 
the extended time-scale place an added responsibility on the 
family. Just as we noted the increasing pressures on families with 
normal children, so we also find that no matter how sophisticated 
and elaborate the supportive services of medicine, education, 
welfare agencies and voluntary societies, the handicapped child’s 
family will be called upon to provide the daily supervision and 
guidance of his social experiences. From the details of basic care to 
the provision of effective role models, it will need to make greater 
efforts over an extended period to achieve comparable results, and 
in some cases this additional responsibility has to be continuous and 
permanent. 

One particular aspect of social learning may be greatly affected 
by the intensified parent-child contacts that come about when a child 
is a disabled one, and that is the learning of appropriate sex roles. 
Two problems arise here. The first stems from the tendency to deny 
the disabled a conventional sex role; it seems as though society is 


only slowly awakening to the sexuality of the disabled, and in the 
past there was an implicit denial of it and its role-associated 
derives from the role models 


behaviour. The second problem rom > mod 
father, being involved in giving 


Provided by parents, as when the fat aa i 
care, emphasizes the more expressive (feminine) aspects of his 


paternal role and, relatively speaking, underplays the instrumental 


(masculine) side of his role. 


Like all parents, those with handicapped children are likely to 


find their natural skills as parents supplemented by professional 
advice. Indeed they are at the extreme end of the ‘professional- 
ization of parenthood’ dimension since they are often given, and 
seek, the advice of doctors, psychologists and experts from the 
voluntary societies. Those who take such advice find that it usually 
involves direct technical assistance as well as more global counsel- 
ling about the long-term objectives of parenthood. It appears to be 
of at least three types- Firstly, there is the advice which contains 
nothing new but would not have been given unless the parents had 
a handicapped child. For example, a pamphlet for parents of 
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visually handicapped babies states that ‘... parents must, therefore 
put aside some time each day to play with their child’. The second 
type of advice again consists of little that is unusual, but does 
underline or intensify common practice — for example, parents of a 
deaf child are counselled to ensure that he is ‘doing things as often 
as possible: experimenting, pushing, pulling, watching, learning, 
etc.... rarely sitting idle without something interesting or stim- 
ulating in front of [him] ... making the most of the way in which the 
child spends his time means that parents must think really hard 
about it.’ The third kind of advice is usually technical, being 
related to specific methods of treatment or rehabilitation. In 2 
few cases this is so radical that it demands a new programme — the 
most extreme example is the Doman-Delacato system of patterning 
exercises for brain-injured children: ‘ ...each [child] is given 2 
sequence of activities to perform usually lasting 15 minutes, an 

this sequence is re 10 to 18 times a day every 
day of the year’ ( Wilkes, 1972, P.37). The technical aspects are not 
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The subculture of handicap 


Before looking at specific examples of socialization, it may be 
opportune to examine handicap as a subcultural phenomenon. 
Goodman (1972) described childhood itself as a culture which 
‘|. like all cultures is learned, shared and transmitted. It is in some 
degree learned by children from one another. Mainly it is learned 
from adults. It is learned but not necessarily taught.’ We catch the 
flavour of what Goodman means by the culture of childhood in the 
particular language of that culture as depicted by the Opies (1959). 
All children develop in ‘a series of interlocking cultural contexts, all 
of them changing in some degree, some in harmony, some in 
conflict ...’ (Blyth, 1968, p.39). Blyth suggests that these ‘cultural 
contexts’ include nationality, rural or urban setting, social class, 
neighbourhood, sex-role divisions, peer group, the common experi- 
ence of schooling and the specific culture of the child’s family. 
Each context has its roles, rules, norms and other ingredients such 
as language, attitudes and values. Collectively they comprise a set 
of distinctive but not isolated experiences, each one at various times 
assuming a degree of primacy. The significance of these contexts is 
that they involve groups, the members of which are mostly of 
around the same age. As a result, individuals acquire the values, 
attitudes, language and images of the group, and the totality of 
shared experiences provides the basis of belonging —in the sense 
used by Bettelheim (1971) of having a rightful place — the found- 
ation for identity formation and secure membership of the social 
order. 


Some handicapped children are not able to participate fully in 


these cultural contexts. Their cultural experiences differ from those 
of others in their age group because of prolonged p eriods in 
hospital, separate forms of schooling, institutionalization, restric- 
tion on mobility or over-protection. One aspect of this anomalous 
social experience is the handicap itself. Each category becomes a 
specific socialization experience. 


Society talks of ‘the blind’, ‘spastic’, ‘the maladjusted’, ‘gifted 
children’ and so forth, and reinforces this classification with insti- 
tutional provision for each, so that it... is likely that the children 
must classify themselves accordingly, taking others who share 
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their abnormality as one of their major reference groups. (Blyth, 
1968, p.40) 


If successful socialization partly depends on a body of shared 
experiences, then an individual who fails to acquire such a 
common stock will find it more difficult to secure a rightful place H 
his culture. The more distinctive the ‘culture of handicap’, the 
more difficult the integration into the larger community. The nee 
successfully the handicapped person adjusts to the culture i 
handicap, the harder will be his task of participating in the fu 
range of conventional social roles. Among the distinguishing 
features of the culture of handicap are: exposure to extreme 
attitudes — either Over-protection or rejection; involuntary associa- 
tion with others similarly handicapped; frequency of hospitaliz- 
ation; special education; lifelong bureaucratic structures — 
sheltered workshops, colonies, total institutions; restrictions on the 
full range of adult roles; and awkwardness in social interaction. In 


some cases these may be summarized as resulting in a subordinate 
social status and a role of depe: 


ndence, h 
Before examining one of the agents of socialization — namely the 
school — we shall look at the socialization of particular groups O 
children. 


The socialization of handicapped children: some examples 
Much of the research on 
fo 
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what he can touch, manipulate or reach — an environment largely 
made up of stationary objects and of events within his hearing 
range or mediated through language. Sight is our dominant sense, 
and our language reflects this. The blind infant’s schematic 
apprehension of objects by touch alone is a perceptual process 
which differs from that of the sighted child, although both may 
come to identify the object by a common verbal label. Often, 
differences in apprehension are relatively unimportant but when 
the ‘object’ is another person, a complex social situation or an 
abstraction, the differences in the sensory basis on which concepts 
are constructed may be significant. The acquiring of language 
without having crucial visual feedback has led to the charge that 
some of the verbal facility of the blind is empty of content. This can 
occur, but the vital point seems to be missed — namely that 
language is the key to becoming human. After Washoe, the ape 
who mastered a complex sign language, we cannot claim that 
language distinguishes man from the animals, but it is the most 
important social attribute for full membership of our culture and it 
is an undamaged skill for most blind children. Their language 
ability is the essential mechanism for social acceptance. Through 
special aids such as braille books and typewriters, the blind have 
access to the literature of their society; they can communicate their 
response to this heritage, and only the visual arts are beyond them. 

Absence of visual feedback is thought to affect self-image since 
this absence, coupled with the less strong external stimuli that 


result from the external environment being limited to what is 
within reach or hearing, enhances what is ever-present — the self. 
ion with the body and 


The centrality of the self — preoccupati 
personal feelings and ideas — apparently leads to an extended 
period of egocentricity. Deep interest 1n the self results in a limited 
capacity to view events and social relationships from the perspec- 
tives of others. : 

Perhaps the most significant impact of blindness is on role- 
learning and role-taking. In this area of social learning, visual 
scanning and imitation are important for sighted children; the 
visually handicapped have to learn from linguistic cues. Young 
blind children may have limited opportunities for the reciprocal 
role-taking that occurs during play and interaction with peers. If 
the limitation inherent in the disability is compounded by 
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Over-protective attitudes, they will be further restricted in 
experimenting with roles. They are incapable of perceiving the 
non-verbal signals which accompany speech and social behaviour, 
and have difficulty in acquiring these as part of their own repertoire 
of social skills. Many writers have noted the ‘silent faces of the 
blind’ —a lack of facial expressiveness which seems to place some 
obstacles in the way of effective communication. Not only is the 
range of expressive accompaniments of speech reduced, but a 


minority of blind children are Prone to mannerisms, such as 
eye-rubbing and tocking, which 


community as evidence of peculiarity or social inadequacy which 


from the full extent of the Problem th 
its comforting embrace. y are likely to meet outside 
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The physically handicapped are such a varied group that to 
generalize about their socialization is unlikely to take us very far. 
Those with multiple problems — speech, hearing, perceptual and 
cognitive difficulties — on top of the primary physical handicap, 
Present quite different challenges from those with minor disabil- 
itles, intact sensory systems and normal speech. Those with 
declining physical powers—as in muscular dystrophy — provide 
totally different problems to socializers from those whose conditions 
are stabilized or responding positively to treatment. 

However, there does seem to be one overriding issue and that is 
the issue of dependence. In varying degrees disabled children are 
dependent on others. All young children are dependent on adults, 
but their development is one of accelerating independence. The 
unfolding of skills and abilities changes the person from someone 
who cannot do things to one who increasingly can. Disability may 
imply an unchanging dependence on adults in many areas of 
personal life. The task for socializers is to confine their care strictly 
to the disability while maximizing the child’s independence in 
every other way. It is all too easy for concern to envelop the child in 
such a protective blanket that unavoidable dependence generates a 


totally dependent attitude. 


Retarded children are another problem entirely. In the past, 
differences between their performance and that of normal children 
in learning tasks, were attributed to differences in cognitive ability. 
Since the mid-1960s there has been a re-examination of these 
differences and it now seems that a proportion of them must arise 
from non-cognitive factors, such as anxiety, stress and fear of 
failure. Increasingly it is recognized that failure in social adjustment 
in the retarded, is more closely related to personality variables such 
as low self-evaluation, over-dependence and anxiety. The presence 
of these variables is best explained by reference to ‘atypical social 
histories’, as Zigler (1966, p-146) has it. Among the features which 


can contribute to the latter are separation, cultural deprivation, and 
institutionalization; these result in higher anxiety levels, depen- 
ith supportive adults) and 


dence (a heightened desire to interact Wi 
its reverse (avoidance of adult interactions). and a pervasive expec- 
tancy of failure that leads to avoiding it rather than to seeking 


success. 
The search for causal explanations of deficiencies in learning or 
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social adjustment led in the Past to an under-estimation go 
extent to which the retarded person’s social experiences rama R 
to his cognitive, emotional and interpersonal development. E 
of the so-called characteristics of retarded children cited as opr 
the clinical picture, are in fact products of socialization. Proof o m 
changes that can occur when people are taken away Ton the 
titutions to more stimulating environments shows how closely A 
behaviour even of retarded persons is a function of social e 
tations. This was illustrated many years ago in the cee : 
Experiment, where sixteen severely subnormal children from a s 
institution were transferred to a smaller residential unit run e 
family-group lines. This new environment with its Er 
frequency and stability of child-adult contacts, coupled with 
marked emphasis on individual development, led to improvements 
in developmental and verbal IQ scores ( Tizard, 1964). Further, the 
large number of mildly retarded persons who appear to function 
effectively, though at low level, in the community once they escape 
the labelling Process, offers additional confirmation. 


Himmelweit and Swift (19 


AA t 
69) suggest that it is useful to look al 
socialization as a series of i i 


gradual imposition of 
less personal attention, 
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cooperation; towards the end of the first school, learning becomes 
increasingly formal; at the middle or secondary stage pupils are 
more and more judged on performance rather than personality, 
there is a decline in expressive activity and an increasing emphasis 
on instrumental activity. Each part of the sequence has its own 
norms, rights, privileges and responsibilities. 

Arrangements for teaching the handicapped child range from 
schools within institutions (such as a school for mentally handicap- 
ped children within a subnormality hospital), residential schools, 
day special schools, special units in ordinary schools and full 
integration within ordinary schools. For disabled children attending 
ordinary schools socialization must follow the process under- 
gone by their peers although particular disabilities may restrict 
certain aspects of role learning. 


Special schools are particularly interesting since they throw into 


relief at least two of the points made by Shipman. One of these, 
like Himmelweit and Swift’s concept of strength, is that children 
are maximally exposed to the culture of their school. Residential 
schools, and to a lesser extent day special schools, offer such an 
exposure to new values, attitudes and roles. One consequence of 
this is to accelerate a disabled child's identification with his 
disabled peers, who thus become one of his chief reference groups. 
Within these schools, as in ordinary schools, pupils change in status 
accorded to their age—with informal structures for younger 
children and increasing formality for older ones. Since most 
special schools are small establishments, it is not surprising that 
they seldom reach the most formal level noted by Shipman where 
‘... surnames replace Christian names _.. desks rarely deviate from 
their columns and rows ... work is more rigidly geared to a syllabus 
and examinations taken regularly’ (Shipman, 1968, p.64), 
although the selective schools for the most able blind and physically 
handicapped children are very similar to public schools. 

However, the distinctive thing about many special schools is that 
they continue into adolescence types of instruction not unlike 
those used with normal pupils in their first schools. The system of 
one teacher to a class is widespread and, while there is some 
specialized subject teaching, the juvenile social structure 1s justified 
by citing limited mental development, emotional insecurity and 
poor attainment which together imply the need for the security 
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given by one teacher and a particular classroom. Most children ce 
thought to require the long, personal interaction with a support 
adult that would not take place under more formal ear 
This pervasive belief also leads to an emphasis on expressive mo 
of behaviour rather than more instrumental ones. a ee 
A government feport on 52 schools for delicate pupils Seige oa 
the dilemma of many special schools. It suggests that the cari : 
expressive stance in a small school produces ‘ ... a consciousness : 
belonging to a comprehensible community where each child wa 


r : ildren 
known and understood, making for contentment in the child 
who valued the warmth 


experienced’ ( DES, 197 
that many old 


that working too slowly leads to under-achievement at school. Jn 
one school the ki 


r ; . re 
ts, but older pupils were described as ‘... aak 
unrealistic and perhaps over-protected’. Whether pe 
problem of omprehensible community 


munity base. If they 
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quite idiosyncratic values. Of course, to what extent perceptions 
about the treatment necessary for specific disabilities produce a 
distinctive social learning environment, is an intriguing question. 
Those schools for the maladjusted which emphasize behaviour 
Modification, using perhaps token economy systems (where tokens 
are issued for appropriate behaviour which can be accumulated and 
exchanged for tangible rewards), presumably have different social 
consequences for their children than for similar children living in 
schools where psychotherapy prevails. 


6 The family and handicapped children 


Family stereotypes 


es with handicapped sae 
should be prefaced imer. That is because research on FA 
efect that Staples noted in p 
lies. People studying the latte! 
» with little or no intimate know 


Studies of families with handi 
using images which obscure ra 
as a pathological social unit 
capped child is a handicappe 
though both images, over- 
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elements of truth. Many such studies lack intimate knowledge, and 
produce evidence based on limited interviews or highly selective 
samples. Representative sampling reveals the diversity of parental 
attitudes, (e.g. by Hewett, 1970; and Gregory, 1976). A more recent 
trend (Fox, 1974) is to allow the authentic voices of the parents, 
rather than those of the interviewers, to be heard. 

The literature on parental problems has two main approaches. 
The practical approach usually involves facts about family difficul- 
ties, e.g. the study of 120 families with a mentally handicapped 
child by Moss and Silver (1972), who concentrated on such issues as 
housing, lack of play facilities, holidays, feedings, toilet training, 
and the extra expense caused by severe handicap. This concern with 
environmental factors is the hallmark of much British research. 
However, the psychological approach tends to emphasize the 
emotional reactions of parents and siblings, and seems to be typical 
of much of the American work in the field. All the same, the 
difference is one only of emphasis, and most studies do involve 
both approaches. 

Among recent develop 
the dynamic change in parenta! 


ments in the literature is a recognition of 
l attitudes and reactions in which the 


child is seen as an active agent. Parallel with this, there has been a 
growing sensitivity to the social forces which impinge on the family, 
particularly about how attitudes are shaped and maintained by the 
reactions of others — neighbours, professionals, the community at 
large (Voysey, 1975). There has also been an awareness of the 
impact of the handicapped child not only on the parents but on 


siblings (Kew, 1975). i 
A most striking aspect of families with a handicapped child is 
how vulnerable they are. Their behaviour and attitudes are likely to 
these are often interpreted 


come under professional scrutiny ( i 
somewhat flexibly according to the research worker's stance). Take, 


for example, the question of emotional stress. Ross (1964, p.70) 
suggests that the few controlled studies imply that most parents of 
the handicapped are under severe emotional stress, while Hewett 
(1970, p.195) studying parents of children with cerebral palsy 
found a ‘very matter of fact attitude towards the child and the total 
situation’, Love (1970, pp.27-34) reports parents as suffering shock, 
refusal, quiet, bitterness, envy and rejection, while Roith (1963, 
p.51) after working with parents for eight years, found ‘the vast 
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majority of parents to be as normal as the parents of ordinary 
children. Although, as you know, there are some most peculiar 
parents of ordinary children around.’ Roith is quite pungent on the 
question of guilt feelings and details the ways in which profes- 
sionals, if determined to find these feelings in parents, can ascribe 
guilt to any behaviour. (Writing to a hospital for reports on the 
child’s condition implies guilt feelings, while not writing is due to 
guilt feelings about institutionalizing the child.) 


Initial reactions 


Whatever the disagreements 


about family reactions — heroic, 
rejecting or matter-of-fact — 


there is widespread agreement that 
Id or the discovery of a defect in early 
profound stress. 

When the disability is detected at birth or in early infancy, the 
parents usually falls to a paediatrician 
initial reaction is so deeply numbing 
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_ Not all handicaps are detectable at birth and sometimes those 
involved only gradually come to suspect that development is not 
typical. There seem to be two contrasting kinds of response: one is 
concealment and the other a struggle to get the disability recognized 
and diagnosed. Younghusband (1970, p.118) reports parents 
acting as though their child’s development were normal and 
employing strategies to hide their anxieties. Voysey (1972, p.83) 
quotes the example of one mother who long concealed the real 
extent of her autistic child’s condition, even from her own family. 
The other response occurs when parents who ate worried about 
aspects of their child’s health and behaviour, are dismissed as 
Over-anxious or neurotic, and there are occasions when valuable 
time is lost through a failure to follow up parents’ hunches, as 
Shepherd (1973) found. Asa surgeon, Shepherd complained of the 
difficulties he had had in getting his deaf child diagnosed. He 
confessed that his own profession was sometimes prone to give 
comforting reassurances which led to delays in tackling problems. 
On balance Shepherd believed that ‘it is better that a parent be told 
of a suspicion of a handicap which may later prove to be ill- 
founded, than to reassure him and later have the handicap proven’ 
(Shepherd, 1973, p.223). 

Whether parents are told skilfully or clumsily, early or late, 
whether they are tough or tender, this period calls for intensive 
support, not only in practical day-to-day child care but also in 


working through the emotions aroused. The connection between 


initial reaction and subsequent attitudes is rather uncertain. 


Types of attitudes 


It has been usual to label parental attitudes in terms of broad types 
which appear to have originated with Somers (1944), studying the 
Personality of the blind adolescent. The classification includes: 


acceptance, perfectionism, over-protection, and disguised and open 
rejection. (These are obviously not value-free descriptions.) Accept- 
ance usually refers to the full psychological and social incorporation 


of the child into the family. Dale (1967) suggested that acceptance 
(1970) wrote of the essentially 


ideally involves both parents. Hewett 
Normal family life of children with cerebral palsy. Lowenfeld (1974) 
found that, while no family was immune to the effects of having a 
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a blind 
fully. 


For Lowenfeld acceptance was more likely when the parents a 
other, non-handicapped children: when the handicapped child a 
the first one, acceptance was more difficult. Ross (1964) points 0 d 
that after the initial crisis many parents develop healthy an 
constructive attitudes, Occasionally, writers on this subject seem E 
imply that acceptance is akin to resignation and to a freedom fro! | 
negative attitudes, but it ought to be positive and to balance special 


X : ; z sd for 
Opportunities and attention for the child with a realistic place 
him within the family, 


Perfectionism, or denial, 


child, many parents were able to accept the child 


implies an urge to eradicate oS 
ding from the child the full range O 
(1971, p.108) describes perfection- 
who love their child but cannot face 


> ‘oncealed by parents who display all the signs 
of care and concern; in s ch 


iel aa a Parents there may be conflict between 
ectual an emotiona teks é . 
inte acceptance, Open rejection as Sheridan 
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(1973) describes it, occurs in two groups of parents — those who are 
mentally disorded and those who are immature and incapable of 
assuming their responsibility. However, both groups are thought to 
be small in number since the overall trend seems to be towards 
greater acceptance. 

The use of such broad terms as ‘over-protection’ to describe 
Parental attitudes is not without danger. It tends to imply that the 
attitudes are constant and held equally by both parents. There is a 
further, though often implicit, assumption that the attitudes stem 
from the parents’ personality. It is more probable that partners do 
not always have the same attitudes as cach other, that attitudes 
change over the developmental period and are as likely to result 
from interaction with the child as to be responses to disability per 
Se; 

„Parental attitudes are the product of m 
birth of a handicapped child, parents are, like all of us, subject to 
the process of social learning which creates a set of beliefs about 
disability, Alongside attitudes towards handicap in general, there 
will be attitudes towards particular kinds of handicap. But perhaps 
the greatest common source of attitudes is parents’ self-blame for 
their child’s condition. An additional factor is the meaning that 
children have within a marriage. Within the most recent past this 
has changed since the declining birth rate suggests that parents are 
more calculating about whether to have children or how many to 
have. Formerly, couples may have been under some social pressure 
to have children, and such pressure is to require normal children. 
Ross (1964) argues that the meaning of children is related to the 
parents’ own childhood. Mothers brought up by critical perfec- 
Uonist parents are likely to demand perfection of form in their own 
children, and an imperfect child violates their internalized require- 
ments. Children can be seen as gifts and all gifts have less value if 


imperfect. 


any forces. Before the 


Attitudes and interaction 


While there is evidence ( Mannon: 
established in parents before the 
influence the way the child is perc 1 
most likely to be the potent source of ongoin. 


i, 1973) that attitudes and values 
birth of a handicapped child do 
eived and treated, interactions are 
g attitudes. There has 
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; nt of 
been a tendency to ascribe the adjustment or eg ne 
handicapped children to their parents’ attitudes. Il-adjusted, 
who were warm and positive had children who were we they were 
and disturbed children came from families cae this has its 
over-protected or rejected. Like many another basic i ie from 
element of truth, but influence is not a one-way street ru est that 
Parents to children. Walters and Stinnett (1971) "ERT partly 
parents’ attitudes do change (as the child grows older), a nd their 
because of the nature of the interaction between them Nich day 
children, Both Parties are engaged ina learning process in w. is al 
by day, expectations are modified, new discoveries ma ae 
attitudes Progressively change. True, we know little of how aoe d 
attitudes are shaped by children’s behaviour, but the his 
autism is a cautionary tale, sinali laid at 

The strange symptoms of autistic children were originally laid 


n 
> ; é reactio! 

the mother’s door. Their extreme withdrawal was seen as a 
to efficient but detached and r 


. . : oe À istant, 
has discounted this Particular theory — it is plausible that dist 


> l 
k of responsiveness in the a 

behaviour. On the other hand, 
children Produce a, 


to interaction patterns an 
c the grosser labelling of attitudes. 
Parental attitudes can als 


i ia öf 
enta ES ca © be influenced by membership © 
organizations specializing in the su 
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One American study ( Katz, 1961) was concerned with parents of 
children with cerebral palsy, retardation, muscular dystrophy and 
emotional disturbance. Katz’s conclusion was that these self-help 
groups, whilst providing an outlet for feelings of frustration, also 
had a socialization role which led to a strong sense of identity with 
the organization and great deal of voluntary activity —in some 
cases commitment to the cause was such as to exclude membership 
of other social groups. Presumably membership of self-help groups 
influenced attitudes by making parents more familiar with the 
causes and treatment of a child’s condition and with the technical 
language associated with it, more skilled at dealing with official- 
dom, and more assured in day-to-day child management. An 
important aspect of the work of such organizations is the direct 
instruction of parents in ways of relating to their child and in basic 
skills, such as encouraging exploration and curiosity in the blind 
infant and the use of language by the mentally handicapped child. 

Three interconnected issues are the relationship between parental 
attitudes and the adjustment of the children, its impact on 
academic progress, and the way in which expectations influence 
Patterns of behaviour between parents and children. To illustrate 
the first, we can consider the study of Neuhaus (1969), who 
examined the social and emotional adjustment of 84 deaf children. 
The children in the sample were all of average or near-average 
intelligence, were without secondary physical handicaps and came 
from intact families. Attitudes of both mothers and fathers were 
assessed separately, and the children’s adjustment was measured on 


scales completed by their teachers. Grouping the children into 
13 + — Neuhaus compared 


three age bands—3-7, 8-12 and 
adjustment levels with parental attitudes. The mothers’ expressed 


attitudes appeared to be related to adjustment level in all three age 
ive attitudes coincided with 


bands in the expected direction — posit d 
emotional and social stability in the children. The fathers’ expres- 
sed attitudes did not correlate with the adjustment of the younger 
children, but did influence the older groups. In some cases, tt was 
found that both parents had the same positive or negative attitudes 
whilst in others each parent held directly opposing attitudes. Positive 
attitudes in both parents were associated with superior adjustment in 
the children, and positive maternal an 


d negative paternal attitudes 
were associated with better adjustment than negative maternal and 
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Positive paternal ones. So with this sample and for this disability, 
maternal attitudes appear to be the more crucial ones for the 
emotional well-being of the children. 

In contrast, Cruickshank (1952) adopted a projective sentence 
completion test for appraising the effect of family attitudes on 264 
handicapped adolescents and a control group. The sentences 
explored such areas as the family, society, peer groups, other 
handicapped persons, life goals, fears and guilt. Those sentences 
that explored the subjects’ views of their fathers revealed, amongst 
the handicapped as well as the non-handicapped, both negative 
and positive responses, but the handicapped group gave fewef 
extreme ones. Cruickshank suggests that the more neutral responses 
of the handicapped show that they are less able to evaluate the!f 
relationships with their fathers. Other sentences showed that the 
handicapped had superior relationships with their mothers than 
did the non-handicapped, were better able to define these relation- 
ships and were secure enough to be more critical. This study, like 
that of Neuhaus, indicates the value of assessing separately the 
reactions to mother and father rather than treating them as @ 
that most handicapped child- 
od relationships with both parents, and only 


There have apparent] 
between parental attit 
handicapped 


American study ( Rau 


more effective i 
and the recent work by Hunt ( Se s with the schools, 


1975) in England with parents 
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of the educationally subnormal shows the value of this approach. 


Attitudes and expectations 


ae can sometimes be explored obliquely by finding out what 
oe parents have for their children. This method has been” 
i ely used in connection with handicap. One popular method is 
b compare the goals and expectations set by parents with those set 
y a panel of experts or by parents of a matched group of 
non-handicapped children. Goldman and Shames (1964) studied 
the goals set by parents of children with a speech defect and found 
that they were unrealistic (expecting more than was reasonable) 
about the children’s likely progress- 
Parental expectations can be a useful starting point for discussing 

a child’s potential and limitations. Barclay and Vaught (1964) 
compared maternal expectations of cerebral palsied children’s 
future ability to perform certain tasks, with ratings of the children 
obtained from testing, and concluded that there was a general 
tendency to over-estimate. A similar finding was made with 
mothers of retarded children by Heriot and Schmickel (1967). 
Wolfensburger and Kurtz (1971) compared the judgement of 
Mothers about their retarded children’s ability in language, motor 
skills, intelligence and self-help, with data derived from objective 
tasks and observation. Most parents were accurate in assessing their 
children’s current abilities — the authors call this ‘concurrent 
realism’. However, when asked to predict adult behaviour and 
achievement (‘predictive realism’), Many parents suggested con- 


siderable advances which were not thought likely by the professional 
ns. This poses a difficult 


team who were also making predictio 

problem in human relationships — whether to scale down parents’ 
expectations to what professionals think appropriate or to sce these 
expectations as necessary for maintaining high parental involve- 
ment. Wolfensburger and Kurtz note that unrealistic expectations 
are probably linked with high motivation but that realistic current 
judgements and predictions cause both parents and child fewer 
emotional problems. Tew, Laurence and Samuel (1974), in a study 
of children with spina bifida, found a general but slight tendency 
in parents to over-estimate future achievements and ability, and 
this was more marked in parents whose children were in the 60-80 
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IQ range. Further research will decide whether unrealistically high 
expectations help or hinder Parents and their children. 


Attitudes and siblings 
So far we have looked at the responses and attitudes of parent 
However, other members of the family can be affected by rke 
handicapped child, especially siblings. For some Writers, li s 
Martino and Newman (1974), these siblings are at risk of psychiatt! 
disturbance, though others ( Caldwell and Gruze, 1960) have 
found no greater incidence of disturbance in siblings when the 
handicapped child has remained at home instead of having been 
placed in an institution. Then again, Holt (1957) showed that 
about 15 per cent of siblings were adversely affected. 3 
More recently Gath (1973) investigated whether children with 3 
Down’s syndrome brother or sister show more psychiatric distur- 
bance than a matched control group. Those children with a sibling 
with Down's syndrome were the ‘index’ group, and the control 
group consisted of pupils from the same school class. Teachers an 
Parents of both groups completed the Rutter Behaviour Scale, 4 
check-list of the frequency of observed behaviours, in which each 
category of behaviour is selected for its contribution to an overal 
impression of the child’s €motional-behavioural state. Some 10 pet 


cent of the control gtoup were rated as displaying marked deviant 


n usual study was that of 56) 
who looked at 30 pairs of fraternal twins at of Shere (19 A 
» One m air 

erebral pals; ember of each p 


ed. Shere posed several 
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aurons do parents behave differently towards each twin? If they 
fe can this be evaluated from the standpoint of mental health? 
ne the handicapped twin behave differently from the other? 
T ent and child behaviour was assessed during home visits and 

en the observations were transferred on to rating scales. The 
general finding was that parental attitudes to the handicapped and 
non-handicapped twins were broadly similar. Among the differ- 
ences were a greater understanding of the potential of the cerebral 


palsied child, and an expectation ofa greater degree of responsibility 
and maturity in the non-handicapped twin than was realistic for its 
roblems of the disabled 


age. Parents appeared sensitive to the p: 

child and less aware of those of the normal one. This was balanced 
Y greater encouragement of independence in the non-handicapped 

twin, while the disabled one was treated in a rather infantile way. 
he non-handicapped child seemed to show a greater degree of 
maladaptive behaviour, whereas the disabled one ‘considered 
imself to be more accepted by the parents and exhibited the 
behaviour of a secure, accepted child. His non-cerebral palsied 


twin, however, contrasting the casual acceptance accorded to him 
o his cerebral palsied twin, 


with the excessive attention given t L 
Considered himself rejected and exhibited the behaviour of the 
Insecure, rejected child’ ( Shere, 1956, p-206). Shere suggests that 
the non-handicapped child’s emotional development is more at 


tisk than that of the handicapped twin., Be 

The age and sex of the siblings seem important. Grailiker e¢ a/. 
(1962) found the reactions of teenagers to youn’ mentally handi- 
capped siblings (under 6 years © n no way pathological. 


f age) i 
hey led normal active social lives, 


had warm relationships with 
their parents and were accepting of their younger retarded brother 
ecure in the. 


or sister, since they were s ir AE within e 
family. F found that the effect of a severely retarde 
ily. Farber (1959) l sibling and whether the 


child depended on the sex of the normal sibling an 
former was kept at home oF placed in an institution. The most 


disturbing effects were seen in girls when the retarded sibling was 
kept at home, and in boys when the sibling was placed in an 
institution. The former was presumed to be due to the amount of 
care and manageme ded sibling that falls to a girl, while 


nt of a retar l agi 
the behaviour of the boys suggests that following institutional- 
ization they have to COPS with demands from parents which were 
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not made before because of a preoccupation with the a 
child. Lowenfeld (1971, p.210) cautions parents of blind chi oe 
that the attention given to them can be interpreted by 3 pe 
children as favouritism. Bagley (1971, P.37) noted the evidenc ee 
sibling rivalry among children with epileptic brothers or a cen 
a similar observation was made by Dale (1967) about deaf chi ae 
especially where hearing brothers and sisters are expected to : in 
in’ constantly to them. Kew (1975) gives details of the ily 
which the attitudes of brothers and sisters to the physic: 
handicapped child are expressed, 

The cumulative evid 
that siblings will be ad 


No single viewpoint ade. 
family with a handicap 
draw upon the insight 


through well-standardized attitude scales, The investigation by 


€.8. over-protecti 


and Over-indulgent attitudes to chi 
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handicapped child, he found, altered the sequential development 
of the family and radically changed the roles of family members. 

Social psychology is a comparative newcomer to this area and we 
shall accordingly devote rather more attention to its contributions 
than to those of the disciplines noted above. 


Social psychology 


Among the interests of social psychology is social interaction. This 
involves verbal and non-verbal communication. Non-verbal com- 
ponents include gaze direction, posture and facial expression. The 
complex of behaviour is a ‘stream of closely integrated responses 
subject to continuous correction as a result of feed-back, controlled 
by more or less conscious plans and subject to partly verbalized rules 
derived from the culture’ (Argyle, 1973, p-14). Social interaction 
consists of a flow of monitored signals which convey cognitive, 
emotional and social data. In social interaction, the visibly disabled 
and the normal are both, initially, unsure of how to respond to each 
other — the ‘rules derived from the culture’ are not immediately 
obvious. Davis (1964) has graphically described some of these social 
encounters and the sequence of behaviour from fictionalized to real 
acceptance of the disability and, then, to the maintaining of normal 
relationships. At the heart of the encounters is the process of 
impression management; while little is yet known about how the 
handicapped child learns to carry this out in everyday life, we are 

eginning to acquire some background on how parents cope. 

Parents of visibly handicapped children, though themselves not 
stigmatized, carry a courtesy stigma and occupy an ambiguous 
social position. ‘Their normality is obvious in their performance of 
conventional social roles; their difference is occasionally manifested 
by their association with the stigmatized during encounters with 
normals...’ (Birenbaum, 1970, p.196). The following groups are, 
according to Birenbaum, assigned courtesy stigmas: friends or 
relatives of publicly identified radicals, homosexuals, criminals and 
mental patients, and parents of handicapped children. They may 
choose to identify totally with the minority group or to eradicate all 
evidence of their connection. Between these extremes are those who 


try to appear to be leading a normal life. ; 
Birenbaum studied the attempts of mothers of retarded children 
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to convey this impression of normality. Their objective was to 
inform the community that, despite having a retarded child, the 
family and its members were conventional, Through interviews he 
sought evidence on how the mothers constructed and maintained a 
conventional definition of family life. One opportunity for 
observing this process is when the definition is threatened. The 
behaviour of the retarded child (at mealtimes or at play with other 
children) occasionally creates tension for his family, particularly 
when non-family members are present. The mothers reported that 
when this occurred, friend were ‘considerate’, which, when 
explored, was found to mean a careful ignoring of the handicapped 
child’s behaviour — similar to Davis's ‘fictionalized normality’. 
The normal round of life was further maintained by the family 
avoiding, whenever possible, situations that would challenge that 
view. Restricting the retarded child from playing with children in 
the neighbourhood was one example. Apparently, belonging to a 
formal organization concerned with mental retardation had an 
equivocal effect since it increased the family’s sense of atypicality, 
although within the organization, their membership of con- 
ventional society was affirmed. In Birenbaum’s study, the mothers 
stressed the similarity of theirownto other families in the community, 
and not to families with a retarded child; this might be increasingly 
difficult to maintain as the child approaches adolescence and the 


es of child management, 


j al attitudes (Cook, 1963). 
Voysey (1972) argues that in social encounters parents with disabled 


children are in a ‘problematic area’ since (i) definitions of parental 


competence are created, and (ii) the disabled child is less skilful 
than an adult in social interactions —is a less reliable role-player — 


and the competence of the parents is likely to be challenged. In 
encounters with others, parents will wish to offer their definition of 
their child, his disability and their skills as parents, although the 
child may be unable to act in harmony with this. ‘Thus the claim 
that a mongol child was ‘‘coming on as fast as his brother’ was 
discredited when he made no attempt to hold the cup offered him 
by the paediatrician...’ ( Voysey, 1972, p.83), 
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Voysey contends that two factors, power and responsibility, 
significantly modify parents’ behaviour. By responsibility she 
means the extent to which parents, and others, perceive the 
child’s handicap as being caused by the parents (neglect, inade- 
quate care, genetic factors, etc.). Power refers to the extent to which 
others consider the parent capable of ameliorating the dis- 
ability or behaviour of the child. These factors are subjective, and 
they are, as Voysey puts it, ‘actors’ definitions’ and liable to 
change. She advances four types and their associated parental 


behaviour: 


(1) Not responsible — with power. Where the child is ‘ill’ from a 
non-hereditary complaint, the parents are able to follow the 
given medical advice and the predominant interpersonal style 
is ‘coping splendidly’. AS 

(2) Responsible — with power. Whatever the objective facts the 
mother blames herself but is determined to secure the best 
available treatment. Interpersonal style — ‘making amends’. 

(3) Not responsible — no power. As in some cases of congenital 
abnormality nothing can change the tragic situation for the 
parents. They have to manage the expressions of sympathy 
from others. Interpersonal style — ‘stoic acceptance’. , 

(4) Responsible — no power. Where no cause of the handicap 
can be determined, parents may create their own — as from 
the mismanagement of the child — but in the case of 
undifferentiated mental handicap the condition is not 
remediable. Interpersonal style — ‘restricted social inter- 
action’. 

The management of social interactions 1s sie impa kai 
parents of handicapped ape eagle ies ail ian i ae 
handicap, they will meet doctors, tea E: 1 
acorns as well face as the business of impenan eae i 
everyday situations. All this involves the phone E ae . 
others’ responses, and skills in handling potentially i ie o 
threatening situations. These skills = VaT a i a 
‘competence’ — include developing an ability sew pe as 
which would ordinarily by seen as threatening tO p TAES v; 
learning to avoid situations where reactions mie So ge 
coping with the ‘first time’ (the first visit to school, first party, first 
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use of public transport, etc.); and becoming more resilient to 
slights, rebuffs, insults and mawkish sympathy. ‘The skills that 
parents acquire enable them to typify embarrassing situations and 
predict alter’s response, to define the actions of some categories of 
others as insignificant and to distinguish true sympathy from mere 
curiosity’ ( Voysey, 1972, p.88). 


Direct experience 


Asnoted earlier, inareview of sociological research on the black family 
in America, Staples (1971, p.119) suggested that a good deal of it 
was ‘characterized by the reiteration of unfounded myths and 
stereotypes’. The investigations had been conducted using white, 
middle-class norms, although the black family is influenced by 
quite different social forces. Staples goes further and argues that the 
research methods were unsatisfactory since some of the researchers 
lacked direct experience of the black family; interviews, question- 
naires and attitude scales could not fully compensate for this lack. 


Some of the literature on parents’ attitudes to the handicapped 
child is incomplete, and ev 


lacks the dimension of ex 


7 Schools and handicapped children 


Schools as a social system 


o be one of a child’s most formative exper- 
s somewhat unusual, the consequences 


might well be unlike those of conventional schooling. We are not 

here going to examine the evidence (such as it is) for the educational 

effectiveness of the schooling of handicapped children, but to suggest 

which aspects of their experience, whether in ordinary or special 

schools, are important in estimating its overall effect. To do this, we 

require a general framework, and the one which seems to have the 
roposed by Willower (1970). 


widest applicability is that p! i 
Willower argued that a social-system perspective, such as the one 
described by Getzels (1952), suitably modified might be a useful 


starting point for examining special education. He commented, as 
several others have, On the excessive reliance on psychological and 
medical views of handicapped children and their development. 
Social psychological interest in this area was new at the time and 
could provide an antidote. In applying a ‘social psychological 
perspective’ to special education, Willower suggested a threefold 
approach which included: (i) the nature of the organizations within 
special education; (ii) their characteristics as social systems; and (iii) 
the relationship between small and large organizations — such as 
between 2 special class and the host school or between special 


schools and ordinary schools. 


School is often judged t 
iences, When that experience i 
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Each relatively stable component could be studied to find the 
roles and expectations both of and for participants, the pattern and 
nature of authority in formal as well as in informal systems, the 
process of socializing new members and the personal consequences 
for participants. Willower suggests as an example of relationships 
between organizational structures, the referral system by which 
children are recommended by an ordinary school for a place in a 
special school. This is not the only way in which children are 
referred since it can be done by parents direct, by doctors, social 
workers and others. When children have obvious defects, this is 
known well before school age, but numerous children are referred 
by ordinary schools and many of these will have learning and/or 


behaviour problems. The referral chain often consists of a class- 
teacher recognizing that a child 


gist’s evidence. If special 
» then parents are brought into the 


precise educational or Psychologi 
like all organizations, is cone 


| €terrent to unrestri i 
All this explains much of the divers; sans oo 


di 5 versity of attainme. ad 
characteristics reported in samples of educar nts ai 
maladjusted pupils since their devian 
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account by psychometric data. Schools are not unaware that 
referral and placement can be made easier by expressing a child’s 
problems in terms which legitimate his removal. For Willower 
the evidence that placement is a part of an institutional response to 
pupil opposition is to be found in the contrast between the intense 
efforts and complex procedures for placement, and the attempts 
made to return pupils from special schools. The elaborate mechan- 
ism for removing pupils as against the informal approach to reinte- 
grating them indicates the respective values the institution places on 
these activities. The procedures are more than devices for responding 
to perceived needs in children, they are institutionalized practices for 
getting rid of organizational irritants. 

White and Charry (1966) show how the social background of 
pupils referred to school psychologists appears to influence the 
diagnostic labels applied to them by their teachers, and also how 
social class seems to be connected with the type of action and the 
quality of resources available. Middle-class children enjoy greater 
access to more expensive and scarcer resources; working-class child- 
ren have remedial teachers, while middle-class ones are sent to 
psychiatrists. Mercer (1971) followed the chain of referral for 
retarded pupils from different ethnic backgrounds, and found that 
as the process moves from referral to special class placement, so 
there is a corresponding significant increase in the proportion of 
ethnic-minority children punitively misclassified. The percentage 
of children from the West Indies in schools for the educationally 
subnormal, shows the same trend ( Coard, 1971). This is not to 
imply that the referral-placement procedure is exclusively a matter 
of deliberately offloading troubled and troublesome pupils, with 
the help or collusion of the School Psychological Service, but 
rather than the procedure 1s unlike the precise identification and 
treatment of a communicable disease, since the organizational 
context is a factor in the decision-making process. ( Woolfe (1977) 
describes this process at work in the definition of maladjusted 


upils. , Ar ; 
pupils.) le of the ‘characteristics of social systems within 


As an examp. t r 
special education’, Willower considers the teachers of handicapped 
children as a subculture. While he offers little in the way of 

justify this concept, he does suggest several questions: 


evidence to just! x 5 
do those who choose to teach the handicapped have particular 
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Personal characteristics? What is the process by which a teacher 
defines himself as a ‘special educator’ and does this imply a change 
in professional group from ‘teacher’ to ‘special teacher’ or to 
‘teacher of the blind or the deaf’? Tobin (1972) found that only a 
minority of a sample of teachers in training expressed a willingness 
to teach the handicapped, and these in turn showed clear differ- 
ences in willingness to teach different kinds of handicapped 
children. Sharples and Thomas (1969) discovered that teachers 
of handicapped children attributed greater prestige to their own 
specialism than did teachers in other s 
that there are narrowly defi 
Jones (1970) examined 


different, Spe 
ing behavio 


ial of stigma), or when we consider 
study of a group of adolescents in an institution 


voir attachment to the youth 
their parti i 


that denigrated them (counter-. 
Impression management may be attison’s ( 1976) work on 
epilepsy; he found that the morti ion of stigma was co ed with 
by defining an epileptic seizure as ‘an occasional acess ora 
‘dizzy spell’ (naturalistic explanation), 


The ground plan suggested by Willower seems to have 
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considerable potential for exploring the effects of special education 
on handicapped pupils as well as opening up many aspects of the 
organizations and professional groups within it. 


Acceptance of handicapped children at school 


From a social point of view, perhaps the central issue in the 
schooling of handicapped children is the manner and extent of 
their acceptance as members of their class at school. This acceptance 
will include the behaviour of teachers and classmates, and where 
both adults and others have the same positive attitudes, it is likely 
to be easier, quicker and more firmly based. The disabled child 
attending his or her first schoo! may still have difficulties even when 
the attitudes are uniformly positive, since this may be the first time 
that contrasts in functional capabilities vividly show up. 

Fishman and Fishman (1971) noted a three-part process through 
which a disabled child passes, and describe it as a series of 
confrontations between him and his disability. At the cognitive 
level he will wish to understand his disability, its causes and 
prognosis. Emotional confrontation occurs when he feels able to 
express his feelings about it, especially negative ones, although 
there may be taboos on expressing them overtly. Interpersonal 
confrontation is when he is able to talk to peer group members 
about his disability, its existence is publicly acknowledged and it is 


incorporated into his social identity without stigma. 
urate information, emotional confront- 


The combination of acc r motie 
ation and communication with his peer group implies a degree of 
openness to the totality of the disabled child’s problems. However, 
his presence in an ordinary classroom, if it is only symbolic of a 
more ‘progressive’ attitude to disability, is unlikely to open up this 
process of confrontation. Equally, when teachers and children are 
ambivalent in attitude, the disabled child’s emotional needs may 
be concealed by treating him ‘just like anyone else’. For teachers and 
children the task is to attend simultaneously both to disablement 
and to normality. It may be an effective social lubricant to smooth 
over awkward problems with a simple undemanding boahomie. 

More serious, obviously, is the effect on handicapped pupils of 
dislike and rejection. Anderson (1973) noted that many mildly 
handicapped pupils 1 primary schools experienced few overt 
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expressions of dislike and that in general disabled children were 
well accepted. Minde and his colleagues (1972) investigated the 
psycho-social development of a group of physically handicapped 
pupils and found that the younger children regarded themselves as 
non-handicapped but as having a functional limitation which was 
‘external’ to them as Persons, and that they believed in a positive 
Prognosis. Transfer to a special school with many others similarly 
handicapped brought on a Period of profound melancholy because 
of separation from home combined with being in a milieu which 
made it explicit that the handicap was by no means certain to be 
alleviated. In time this confrontation with their disability was partly 
resolved since the children acquired a view of themselves and their 
future which included their disability. Thus, we see that acceptance 


ec ; gnition by significant other people 
and self-recognition of limitations. 


Bgerate the importance of the teacher's 
ild to adjust to his handicap and in 
Ccept it, either through personal 
de more directly. Marge (1966), in a 


ir teachers’ attitudes; the 
1973) may be interpreted in 
970) used a semantic differ- 
the ‘measurement’ of the 


ten. They found that on the 


hey Class teachers next to theif 
parents; and the significance of their teachers to them did not 


It is not easy to obtain accurate infor, i 
c 2 mation about the acceptance 
of the disabled child at school. Ob i i 


| “Who is your 
to sit next to?’ Much effort has 
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been put into establishing the validity and reliability of sociometric 
methods (e.g. Evans, 1962), and despite their evident disadvant- 
ages, they can clarify the patterns of friendships, groupings and 
isolation within a class. Among the reported findings ( Rucker, 
Howe and Sniden, 1969) is that slow-learning children in integrated 
classes have a lower social status and presumably are less well 
accepted than other children. A related issue is the extent to which 
children accorded low status on an anonymous questionnaire are 
aware of the feelings of others towards them. It seems that 
slow-learning or retarded children are inclined to over-estimate 
their social standing in a class group. Mallenby (1973, 1974) has 
explored whether their perception of their status is due to being 
unable to read the signs of acceptance or rejection, or whether their 
true status is known but denied. Compared with more severely 
retarded children, mildly retarded ones, especially boys, tended to 


be much more distant with adults, and this was taken as evidence of 


growing awareness of low status and low acceptability. 


Among the factors which might influence acceptance is how 
visible the disability is. Adams and Cohen (1974) found that on 
first encountering a new group of children, teachers were influenced 
by their appearance and physique but that these external character- 
istics soon became less and less significant in the teachers’ 
evaluations. Children’s attitudes to a disabled child must surely 
develop similarly: while the visibility of the affliction may be very 


important for initial acceptance OF rejection, it may become 
ded there are opportunities for 


progressively less important Providee’ | 
social interaction. Functional disabilities are probably central for 
younger children evaluating their peers, while for older ones, social 


stigma may be more crucial. f 

Richardson, Ronald and Kleck (1974) observed the behaviour of 
normal and disabled children at 2 summer camp, and found 
visibility of defect to be one variable contributing to the low social 
status of the disabled; nor did its significance decrease during the 
camping period. Of the normal children, 54 per cent were 
evaluated positively by their peer group, 10 pet cent pea and 
36 per cent negatively. Of the handicapped with non-visible 
defects, 46 per cent were evaluated positively, 8 per cent neutrally 
and 46 per cent negatively. For the visibly disabled the percentages 


were 40, 16 and 48 respectively. However, it does seem from these 
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figures that visibility of handicap is not as significant a factor, taken 
by itself, as it might at first appear. Richardson and his colleagues 
therefore considered that in addition peer-group status is influenced 
by the handicapped child’s skill in interpersonal relationships, and 
from their observations concluded that many of the handicapped 
d in this connection, 

fluence acceptance of the handicapped 
communication difficulties; episodic 
ypical behaviour; level of interpersonal 
ntact. Speech or hearing problems are 


“Institutionalized retarded persons 
towards target persons — best friend’ an d ‘authority figure’. One 
of their probes was to ask subjects ; . 


t the friend 
d tactic woul 


‘ome-b; s 
thought to be over-protected and to have foina S a 
m what they wanted. 
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Holden and Thomas (1976) investigated educationally subnormal 
and normal pupils’ responses to the same probes; they found little 
difference in the tactics or rationale of either group, and concluded 
that the questions themselves prompted the use of unsophisticated 
tactics, although the normal sample was more sensitive to the needs 
and attitudes of the other person. 

One aspect of interpersonal skill is impression management. 
Braginsky and Braginsky (1972) discovered that retarded youngsters 
could manipulate their IQ test scores within certain limits, 
depending on whether they saw the outcome of the testing as 
positive or negative. This suggested that if subjects could 
manipulate supposedly intractable material like IQ tests, then most 
probably they could be effective in other areas of impression 
management. However, there is evidence that some handicapped 
children cannot create and maintain satisfactory levels of social 
acceptance. Laing (1972) reviewed the sociometric studies of 
educationally subnormal children and concluded that whilst their 
social life had many of the features observed in sociometric studies 
of normal children, a proportion of pupils in special schools lacked 
those social skills which make for acceptance Of popularity. This was 
partly due to the large number with behaviour disturbance and 
partly to the school’s practice of rapidly switching children from 
group to group in order to maintain uniform pupil-teacher ratios. 
One would have thought that special schools, as caring commu- 
nities, would be more concerned with the children’s socio-personal 


development than with organizational equity. 
r pointed out that the teacher should be 


.40, 55) has 
Prensas i ih ne child who seeks friendship but cannot 
find it, than with notions of popularity. Friendship can often make 
all the difference between liking or loathing school. Psycho- 
logically, friendship is an elusive concept, and definitions such as 
‘attenuated sexual relationships’ of reciprocal need satisfactions’ 
are inadequate. Two examples will serve to illustrate the value of 
friendship among the handicapped. MacAndrews and Edgerton 
(1966) recount the friendship of Lennie and Ricky, who were in an 
institution for many years, and were both severely handicapped. It 
has lasted for ten years and was non-sexual, non-exploiting, warm, 
and supportive, though exclusive. Joseph Deacon in his auto- 
biography (1974) describes how through friendship with another 
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patient, he found the one Person who could understand and 
interpret his speech, Obviously, close friendship cannot be 
manufactured for children, but perhaps there is a place for 
developing social skills that make it more likely. 

Gaining social acceptance within a group or forming deeper 
relationships are related to the norms of behaviour within the 
group. One obstacle to acceptance is behaviour which conflicts with 
those norms. Episodic conditions like epilepsy cause anxiety and 
uncertainty both in the epileptic child and in others relating to 
him. Anderson (1973) found that while disabled children in 
ordinary schools had a somewhat lower sociometric status than 
non-handicapped peers, much of the variance could be accounted 
for by the handicapped with neurological abnormalities or a 
example, cerebral palsy plus very 
status. This is reminiscent of the 
, who compared retarded children 
bnormalities and found that the 
perceptual difficulties, poor 
limited attentiveness, impul- 
d changes) — were closely and 
social status. Acceptance 1S 
haviour. While adults may be 
it puzzles other children and 


challenges their emerging concepts of acceptable patterns of 


ehaviour, 


Acceptance is increased or diminished b 
tence, either academic or ph 


ignificantly fewer retarded children as 
973) used checklists of 
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attitudes towards them. Perceptions of the orthopaedically 
handicapped by these 8-12 year-old pupils were almost wholly 
positive, perhaps because they felt inhibited about expressing 
attitudes to the disabled or saw them only in stereotyped, though 
Positive, ways. This occurred in school settings which encouraged a 
good deal of contact between the groups, and proximity has long 
been thought to be an important factor in the forming of 
friendships since it fosters initial acquaintance. However, Gottlieb 
and Davies (1973) were studying retarded and normal pupils in an 
open-plan school, a setting which presumably gives most opportun- 
ities for social interaction, but found that while other children were 
highly aware of the retarded ones, this did not improve the 
acceptance and status of the latter. 


Special schooling 


Educational provision for the handicapped is a continuum extend- 
ing from acceptance and integration within an ordinary school at 
one pole to institutionalization at the other, with special classes, 
day special schools and residential special schools lying in between. 
This variety illustrates in concrete terms the duality of attitudes to 
handicap — the desire to create some positive means of assistance 
and the willingness to separate and confine. Separate education for 
groups with common medical or psychological characteristics was 
also a necessary first step in providing for those for whom there was 
previously little or no education at all, as well asa Lspieieg way of 
concentrating scarce resources on pupils who were sprea over a 
wide area, Furthermore, it actively met the need to make some kind 
of egalitarian gesture by which educational ae aie 
to the broad mass of children could also be seen to be there for their 


I ate brothers and sisters. : 
ne development of special schools as a 


in, we may see the ; i 
Yet aga dominant themes of British 


mple of one of the 3 eua j 
A the philosophy and practice of classifying, sorting and 


nce children. In this there is both a sorting-out and a 
- ap-in process- The sorting-out process did, and does, give 
sorting-1 nd moral support to the concept of limited variability: 
statutory 4! ear to have a view of the range of children’s physical, 
ae A behavioural characteristics with which it is reasonable to 
me 
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expect them to cope. Special schools embody the ape a 
ordinary schooling is for those who fall within the pair ae 
variability of behaviour and development which schools esta A 
for themselves. The sorting-in process is one which caina 
places children according to criteria which are increasingly subj 
to controversy ( Whitmore, 1975). bring 
It can be argued that special schools by their openness F ik 
me your blind, crippled and retarded children and I will che: Pee 
them — have, as they have grown, Provided a validating system ble 
ordinary schools to narrow their version of what are acceptab i 
pupils. This problem has its reverse side, however, since eae 
schools also have their own ideas about their rightful clients, an 
because pupils do not always show easily classifiable symptoms, 
judgements about which educational system, ordinary or special, is 


right for a particular child, give rise to endless boundary disputes. 
The elaborate classification of childre 


characteristics following th 
rather than decreased th 
perpetuating debate. Trying to 
14-year-old girl who suffe 


no advantage can be 
» though by no means 
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likely to result in the handicapped child being taught in a small 
group; and many special schools use the traditional primary-school 
method of one teacher being responsible for teaching a wide range 
of subjects to his or her class. Medical and para-medical staff and 
the treatment they bring with them are also a distinctive feature. 

Special schools have several aims for their pupils, and these aims 
extend across medical and educational categories. They include 
making the exceptional as normal in behaviour as possible. This can 
mean, for example, the training of the subnormal in basic everyday 
skills, the teaching of oral communication to the deaf, the mobility 
training of the blind and the medical treatment of the disabled. 
Here, there is the common purpose of enabling the child to blend 
into his social context as far as possible. A second general aim is the 
vital notion of independence — the maximum economic, social 
and personal self-sufficiency for the child. Many handicapped 
children appear to achieve both these aims. A third one is 
‘accommodation’, i.e. helping the child or young person to live 
with disability in a way that minimizes its handicapping effect. The 
disabled child has sufficient problems without extra psychological 


hang-ups. Finally, special schools often have an implicit aim of 
avoiding the effcts of special schooling itself. Most of them are 
aware that the milieu they create is itself not wholly conducive to 
their explicit aims. Admission to special schools can seldom be 
regarded as an act which brings much pleasure to any of the parties 
involved. The argument about integration and segregation has its 
historical aspect dating back to the time when children were 
certified as ‘defective’, physically or mentally — certified as unfit 
for the company of their fellows—and some of the stigma of 
placement remains today; thus, Voysey (1972) can write of the 


i Coation of special schooling’. , l 
mortification of Sp segregated schooling on the handicapped 


ects of 

‘ Among ae them in a social system largely composed of 
orhers similaiiy handicapped, so that they take the others as their 
reference group: (i) particularly when it is residential, it means a 
loss of contact with normal peer groups and all that that implies for 

erchislopical and social development; (iii) the children lose friend- 
psycho “heir home neighbourhood; (iv) there is the sense of 
ships ar 5 too-protective environment is dangerous because of 
Toka of the loss of protection when the young people have to 
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leave it; (vi) there are the consequences of a school environment 
which is uncertain whether it is a branch of the social services, 2 
para-medical aid centre ora teaching institution. However, there are 
also positive features: (i) a high ratio of adults to children and the 
greater attention which individual children can then receive: (ii) the 
efficiency of special instructional methods; (iii) the concentrated 
availability of medical and therapy services, (iv) the reduction of 
Pressure on children which gives them the opportunity and time 
to cope with physical self-care and the psychological opportunity to 
build up worthwhile levels of self-esteem; (v) the living in a 


comprehensible community where needs are acknowledged and 
catered for. 
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family resulting in stress and a tendency to ovet-protect or reject 
on the part of the parents, and to withdraw from involvement in 
normal childhood activities, or become aggressively anti-social, 
on the part of the child. School attendance tends to be irregular, 
resulting in a falling behind in achievement and a sense of failure, 
and there is often exclusion from group activities leading to 
isolation. ( Rackham, 1975, p.25) 


Children with episodic conditions need care at three levels: medical, 
psychological and educational. Medical treatment means regular 
supervision and immediate attention in a crisis; they need an 

atmosphere of relaxed assurance’ and, at school, a chance to catch 
up and to have opportunities for academic success and involvement 
in group activities. These needs can be met within a boarding school, 
where both skilled medical supervision takes place and learning is pro- 
moted in a milieu of relaxed assurance. Attendance improves — 
Rackham says from between 25 and 75 percent before admission, to 95 


percent afterwards. Boarding schools of the ‘five day’ variety, where 
bably the best for them. 


children can go home at weekends, are pro : ; 
do create difficulties — 


Rackham notes that boarding schools reate 
contact with families is reduced, friendships in the home 


neighbourhood are lost, the parents’ share in their children is less, 
and development is slower. She suggests boarding school placement 
(i) where there is a severe OF persistent medical condition and even 
with medical and social-work support the family is unlikely to meet 
the child’s needs; (ii) where school attendance or progress is 
retarded by the condition oF by lack of suitable management within 


the home. The antagonism to separate special schools is such that in 
‘ | argument for the positive contribution of 


nen iona. 
Paa a js difficult to make A preen Very similar 
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a sizeable percentage of children spend part or the whole of their 
childhood in residential institutions. In 1963, of an estimated child 
population of 11.5 million, 146,500 (1.3 per cent) were deprived of 
normal home life — there were 78,000 in the care of local authorities 
and voluntary agencies, 15,000 protected children in foster homes, 
10,000 delinquent children in approved schools, 24,000 handicap- 
ped children in special boarding schools and 19,000 handicapped 
children in hospital or subnormality units. Tizard estimated that 
something around 80-90,000 were long-stay cases spending ‘the 
whole of their childhood in establishments staffed by paid pro- 
fessional staff and organized in a manner very different from that 
of an ordinary home or foster home’, and we might add, organized 
in a different way from special residential schools. Institutions of this 
kind have an important role in the care of handicapped children, but 
the social and psychological consequences of long-stay care for the 
development of children need to be examined, not only to compare 
them with children brought up at home, but also in terms of 
differences of organization, attitudes and social climate between 
institutions. 

Although these institutions have continued to provide a basic 
rescue service for unwanted and neglected children, much has been 
written in both Britain and America on the damaging effects of 
their regimes. Institutions for children share in the opprobrium 


which has attached itself to those for adults. Changes in public 
policy and better social supportiv 


reduce the number of children re. 
with fostering, have not elimi 
trends noted by Tizard has bee 
like institutions into smaller 


ak li >» L owever, despite the major changes 
in child care policy a negative image of institutional life persists in 
the public mind. 
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adults, dependent on adults for care and protection and presumably 
more at risk of physical and psychological trauma. One of the main 
contributions of Tizard was to illuminate the variety of social 
climates and organizational patterns in institutions for the mentally 
handicapped child. This included the measuring of the quality and 
frequency of child-adult interaction, how this related to organiza- 
tional factors, and their combined influence on the development of 
individual children. They found differences in child management 
between the child-oriented small hostel and the large mental 
hospital whose care was institution-oriented, and they noted that 
these differences were not due to children’s handicaps but to size 
and organizational ethos, though there were other factors involved 
such as the nature of the staff-training. In child-oriented units, 
children were superior in self-help skills when compared to children 


in the other units. 


Further studies explored the quality of relationships of very 


young mentally handicapped children in nursery units, and of 
those at home —the latter showed ‘strong attachement to the 
mother while the attitudes of nursery cars fs was ms er r 
mi ‘ven the comparatively large number of adu ts 
igh ig ai d is optimistic that the 


with whom they came into contact. Tizar 5 
achment in very young children does 


lack of a deep single att 
not oR sh lead to a failure to develop properly. Healthy 
development can occur without specific attachments, but multiple 
care (shared by many adults) means instability and, when taken to 
extremes — is hardly conducive to good results. 

Services for the Mentally 
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questione w ositive alternative. But the hospitals are still a 
suggested as the Pim that institutional efficiency is sometimes 
reality despite a of individual patients, and that institutional 
put before the ne e child or adult of their birthright to be 
care in a sense aep ity. (See Miller and Gwynne (1974) for 
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eral commun’) ae 
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a stimula 


Conclusion 


Haffter’s survey (1968) of European folklore of the Middle Ages 
reminds us that in our society positive attitudes to the handicapped 
are of recent origin. Keith Thomas (1977) has shown how in Tudor 
and Stuart England, a significant element in popular humour was 
directed at the eccentric and the deviant, at foreigners (the Welsh 
were the Irish then if you will forgive the Irish!) and at the deaf, the 


lame and the blind. He charts how aristocratic manners and Puritan 
reticence led to 


-such humour reflected the 
most professions were closed to 
lam were a standard form of 

maintained į ouses 
for amusement’s sake... ed in noble h 
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i i er . 
s from this that we may trace the humanitarian and philanthropic 
movements of the next century. Thomas concludes: 


As for the softening of laughter, the discontinuance of the house- 
hold fool and the banning of jokes about madness or deformity, 
we approach an area which has not lost its sensitivity. For there are 
some matters which even we regard as privileged from jest. 


By the beginning of the nineteenth century, there was a growing 
interest in both philosophical and psychological speculation about 
the blind, the deaf and the insane, along with a small but growing 
body of experience derived from the first experiments in care, 
treatment and education. We may catch the spirit of this 
speculation in a review (Galignant's Literary Review, 1821) of an 
essay on the instruction and assessment of the blind. 


prives the blind of the sensations 


The want of sight not only de | 
ho have sight, but also extends 


which that organ gives to those w. ght, | 9 
its influence over all their thoughts, which it modifies and 
refore, are false or contrary to the 


distorts; all their ideas, the ¢ 1 
notions we have; it is blindness which plunges them in the 
ignorance in which they are of decorum, and which deprives 
them of che sentiment of social decencies. Modesty, which is one 
of the graces of youth, is to them almost an imaginary being, 
though they have a sort of timidity, which, it is true, belongs 

n to shame, but which greatly augments 


perhaps rather to fear than to Sia 
their embarrassment in certain circumstances. 

Unfortunate in all their relations with other men, they are 
very imperfectly acquainted with mee emotions which draw us 
towards each other, and decide our ; sit cig attachments. 
Sensibility has n0t, for them, sont oo which make us place 
it in the rank of the sweetest as We l a £ most amiable virtues. 
Unhappy creatures! their ate x penis them to be on 
their guard against all the worl ras es them often place in the 
same class thei enefactors and their enemies; and without 

they appear ungrateful. It is these motives 
; ke them form connections with the blind rather than 
which ma whom they consider as a different 


other? 
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of 
They will easily be excused, when we reflect on the rone 
signs that are lost to him who is deprived of sight. A 
motions, which are painted so expressively on the coun The 
that faithful mirror of the soul, do not exist for een $ 
are continually, in their relations with other men, as er. 
with an individual whom one knows only by correspon sin 
we know perfectly well that he exists, but we cannot co 
how. : 

If not very open-hearted, on the other hand, nature so ee 
an ample compensation by endowing them with a pro edie 
activity of imagination and an insatiable desire of know H 
which in them, is a substitute for many affections that they ea 
or at least for the expansion which such sentiments might ha af 
This state of their imagination banishes ennui, which is ne ani 
ast inconveniences of blindness; for we meet with very ~~ 
blind persons who have not formed some sort of occupation 
themselves, and with complete success. ee 

Obliged to judge of men and things intrinsically, they mu 
necessarily obtain truer results than us: moreover, as I have 
things in a more abstract manner than 

pure speculation are less subject to be 
deceived; for abstraction Consists in separating in thought the 
i s from each other, and error commonly 
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voice is to 
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defects, and, perhaps, the origin of all the others, is compensated 
by some valuable qualities; their invincible patience and extreme 
tenacity in their enterprises render them capable of surmounting 
the greatest obstacles without ever being disheartened. 


In 1890 the reporter of the Blackburn Times (30 August, 1890, 
quoted by Fothergill, 1977) could begin an article on the blind 
entitled ‘What should be done for them? what can they do for 
themselves? in the following way: ‘Happily there is in all classes 
general sympathy with the blind, and the neglected condition in 
which so large a proportion are found is owing principally to 
ignorance of what to do, and how to do it...’ The transformation 
from objects of ridicule to object of compassion is a remarkable one, 
but of course such public sentiments were less readily available to 


other disabilities. i 
Drimmer (1976) describes the public appetite for exhibitions of 
human ‘freaks and oddities’. His account of the use of persons with 
gross deformities arouse conflicting emotions — revulsion at the 
Roman Holiday mentality that could turn deformity into a 
commercial venture, and admiration for the human curiosities who 
fashioned a worthwhile life for themselves 19 the tolerant and 
accepting community of the circus. It is no ee to write of 
the attitude change towards the disabled as a social revolution in 
which their status has altered from discrimination, to derogation 
through custodial and philanthropic toneri, oe on co ite 
goal of integration. Recent reports like that of Court (1976), an 


k 1976) are examples of attempts to 
the Snowdon Working Party : which will remove the final 


e i social à : 
aa Re economic OF social barriers. Such reports sharply 
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remind us that progress eatin 
ally handicapped and yar the 
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yet egiie! al economic and supportive services, there is the 
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sis Fer re basic structure of legislation, health, housing, jobs 
Alongsi ee increasingly involves central and local government, 
and care, bien nomenon of the growing involvement of concerned 
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through vo 
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them are many young men and women. They do not wish to play 
the outdated Lady Bountiful, but find in their involvement an 
Opportunity to express a concern for human values. Disablement 
allows some of them to be politically active in an area untouched by 
ideologies of the extreme right or left. 

In contemplating what has been achieved it is all too easy to gloss 
over what remains to be done. Lord Snowdon’s Working Party 
report prevents any complacency with its sharply worded attack on 
deficiencies in filling the financial, housing, vocational and rl 
needs of the handicapped. But perhaps the most important facet o 
contemporary development is that the disabled are now beginning 
to speak for themselves, and are less and less willing to have their 
views and needs mediated by others — they are speaking to us 
directly, forcefully and with increasing political skill. 

As to the future, there are several matters requiring urgent 
attention. The plight of mentally handicapped children in long- 
stay residential institutions needs to be considered as a matter of 
some priority. There are immense problems in raising the speech 
and reading standards of our deaf children, I would like to see an 
expansion of counselling and education services for parents with 
very young handicapped children. Post-school training for physically 
handicapped young people still needs to be improved even though 


the employment Prospects in the immediate future do not seem 
very bright. We need to c 


and informing the 


Prejudice and mis my newspaper this morning 


af are usually paranoid! 

ive signs. The expansion and 
g in conjunction with prevent- 
; ultra-sound examination of the 
baby in the womb and the exciting i 
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number of specially adapted dwellings enabling the disabled 
to become part of their communities. 

But the greatest gains will be made in the interpersonal area. 
Here the most significant and enduring advances are likely to be 
achieved through the accelerating trend of educating more and 
more handicapped children together with their non-handicapped 
Peers. 
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